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ABSTRACT 


by 
Rev. Walter R. Weiss 


Burnout and compassion fatigue are significant problems for healthcare workers in 
general, but particularly for those involved in end-of-life care working in hospice. Conversely, 
compassion satisfaction and resilience are also evident in those who choose to do this type of 
work. Mindfulness meditation has been shown to reduce or prevent burnout and increase 
compassion satisfaction and resilience. This research project examined the extent of burnout, 
compassion fatigue, compassion satisfaction and resilience of employees of Kauai Hospice 
during the beginning months of the COVID-19 pandemic. A mindfulness meditation smartphone 
application called Healthy Minds, was utilized by 24 participants in the study for a period of 8 
weeks. Standardized measurement tools were administered to each of the employees prior to 
participation in this research project including the Masloch Burnout Inventory Human Services 
Survey (MBI-HSS), the Professional Quality of Life Scale (PROQOL) and the Mindful Self- 
Care Scale (MSCS). Participants received individualized instruction on the use of Healthy Minds 
mindfulness meditation smartphone application and were asked to use the application for 20 
minutes a day for 8 weeks. At the conclusion of the 8 weeks, the same three measurement tools 
were administered, and results were analyzed. Although the sample size was small, we conclude 
that mindfulness meditation, and particularly the use of a Smartphone application to engage in 
the practice, has benefit to reduce or prevent burnout and compassion fatigue while increasing 


compassion satisfaction and resilience in hospice workers. 
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Chapter | 


Introduction 


Burnout and compassion fatigue are significant problems for healthcare workers in 
general, but particularly for those involved in end-of-life care working in hospice. Conversely, 
compassion satisfaction and resilience are also evident in those who choose to do this type of 
work. Mindfulness meditation has been shown to reduce or prevent burnout and increase 
compassion satisfaction and resilience. This research project examined the extent of burnout, 
compassion fatigue, compassion satisfaction and resilience of employees of Kauai Hospice 
during the beginning months of the COVID-19 pandemic. A mindfulness meditation Smartphone 
application, called Healthy Minds, was utilized by 24 participants in the study for a period of 8 
weeks. Standardized measurement tools were administered to each of the employees prior to 
participation in this research project including the Masloch Burnout Inventory Human Services 
Survey (MBI-HSS), the Professional Quality of Life Scale (PROQOL) and the Mindful Self- 
Care Scale (MSCS). Participants received individualized instruction on the use of Healthy Minds 
mindfulness meditation Smartphone application and were asked to use the application for 20 
minutes a day for 8 weeks. At the conclusion of the 8 weeks, the same three measurement tools 
were administered, and results were analyzed. Though the sample size was small, we conclude 
that mindfulness meditation, and particularly the use of a Smartphone application to engage in 
the practice, has benefit to reduce or prevent burnout, and compassion fatigue while increasing 
compassion satisfaction and resilience in hospice workers. 

This research project is specific to my ministry context as a Hospice Chaplain. To begin, 


I explore the origins of the modern hospice movement. I then differentiate the various services 


provided in hospice and palliative care. I turn next to the unique situation related to Kauai 
Hospice, and to the members of the interdisciplinary team that is an essential part of the hospice 
and palliative care model. Following a baseline discussion of compassion, I define and examine 
burnout, compassion fatigue, compassion satisfaction and resilience. Special note is made 
regarding the impact which the COVID-19 pandemic has had on these various factors. By 
referencing the most current literature, I argue for the need to change the terminology from 
compassion fatigue to empathy distress fatigue. Standardized measurement tools used to 
determine the levels of burnout, compassion fatigue, compassion satisfaction and resilience are 
described in detail. Interventions to decrease the negative effects of working in hospice are 
discussed briefly, with major emphasis being placed on mindfulness meditation. The use of 
technology, specifically the use of a smartphone app to help caregivers engage in meditation 
practices is described. Finally, the research study conducted at Kauai Hospice using a 


smartphone app is summarized and conclusions are drawn for future research opportunities. 


The Hospice Movement 


It is helpful to have a perspective of the way things used to be before we look at the way 
things are now. Throughout the centuries, there have always been those who have cared for 
others as they approached the end of their lives. Oftentimes, this care was provided in the 


person’s home. Advances in medical science, though, had an impact on how care was provided. 


By the 1950’s, because of the increased number of treatments available in hospitals, most people 
did not die at home. The medical profession considered death to be a failure, and it was not good 


at managing the pain that often accompanies death, particularly for cancer patients. That was 


until Dame Cicely Saunders of St. Christopher’s Hospice in England set out to discover “a 
holistic approach, caring for a patient’s physical, spiritual and psychological wellbeing.”! As the 
hospice movement has continued to grow throughout the world much has changed since those 
early days, but some things have remained consistent. Using an interdisciplinary approach to 
providing comprehensive care for those approaching end-of -life, hospice remains a philosophy 
of “humane and compassionate care of dying people during the last phases of incurable diseases” 
and “enables patients to maintain dignity and quality of life.” The National Hospice and 
Palliative Care Organization states that “Hospice treats the person and family rather than the 
disease and affirms life, neither hastening nor prolonging death. Hospice recognizes that the 
dying process is a part of the normal process of living and focuses on enhancing the quality of 


life remaining.”* 


Even though hospice care has become more available, many people still associate hospice 
care only with cancer and exclusive to adult patients. This is not the case. Today, more than half 
of hospice patients have other illnesses for which they are medically eligible for hospice 
services, such as late-stage heart, lung or kidney disease, and advanced Alzheimer’s disease or 
dementia and may include infants, children, and adolescents.* Generally, the life expectancy of a 
patient on hospice is 6 months or less if the disease or illness runs its typical course. If the patient 


lives longer than 6 months, but continues to decline, they may be recertified for additional time 


' “Our History,” St. Christopher’s, accessed November 13, 2020, 
https://stchristophers.org.uk/about/history. 

? Nancy Henne Batchelor, “Palliative or Hospice Care? Understanding the Similarities and 
Differences,” Rehabilitation Nursing 35, no. 2 (2010): 61. 

3 “What is hospice and palliative care?” National Hospice and Palliative Care Organization 
(NHPCO), accessed November 13, 2020, www.nhpco.org/i4a/pages/index.cfm?pageid=328 1. 

4 «What is Hospice?” Hospice Foundation of America, accessed November 13, 2020, 
https://hospicefoundation.org/Hospice-Care/Hospice-Services. 


on hospice, or if they improve, patients can also be discharged from hospice care and may be 


readmitted again if their condition begins to decline.° 


One of the frequently unknown facts about hospice care is that there is no cost to the 


patient or family. It is a benefit covered by Medicare. When a person agrees to receive hospice 


care, they are agreeing to comfort care instead of care to cure an illness. Coverage includes: 


Services and drugs needed for pain relief & symptom management 
Medical, nursing, and social services 

Durable medical equipment 

Certified Nursing Aide Services 

Short term respite care in a Medicare-approved facility 

Spiritual and grief counseling® 


Services that are not covered under the Medicare hospice benefit are: 


Treatment intended to cure a terminal illness 

Prescription drugs to cure an illness 

Room and board (if care provided in the patient’s home) 
Care as a hospital outpatient (like in an emergency room)’ 


The Interdisciplinary Team 


With the goal to help keep the patient as pain-free as possible, the hospice team develops 


a care plan that meets each person’s individual needs for pain management and symptom control. 


The Interdisciplinary Team, referred to as the IDT, usually consists of: 


Hospice physician (or medical director) 
Nurses 

Home health aides 

Social workers 


> Hospice Foundation of America, “What is Hospice?” 

® “Hospice Care,” Medicare.gov, accessed November 13, 2020, 
https://medicare. gov/coverage/hospice-care. 

7 Medicare.gov, “Hospice Care.” 


e Clergy (or Chaplains) 
e Trained volunteers 
e The person’s personal physician may also be included.® 


Among its major responsibilities, the hospice interdisciplinary team: 


Manages the patient’s pain and symptoms; 

Provides emotional support; 

Provides needed medications, medical supplies, and equipment; 
Coaches loved ones on how to care for the patient; 

Makes short-term inpatient care available when pain or symptoms 
become too difficult to manage at home, or the caregiver needs respite 
time; and 

e Provides grief support to surviving loved ones and family. (After the 
person’s death, bereavement support is offered to families for at least 
one year).” 


The roles of the various members of the IDT are as follows: 


e Physician (MD) — informs the family of the patient’s medical condition 
and explains treatment recommendations, including expected benefits 
and side effects; explains what would happen without the treatment, 
orders tests and medications. 

e Nurse (RN)- carries out the physician’s orders, monitors the patient 
and reports changes to the physician; provides direct care and 
supervises the care provided by the nursing assistants; coordinates with 
the other members of the care team; updates family about the patient’s 
condition; teaches caregivers how to provide care safely and 
comfortably. 

e Nursing Assistant (CNA) — provides personal care (bathing, toileting, 
turning, feeding, etc.) as directed by the nurse; takes vital signs (blood 
pressure, temperature, pulse) if ordered; reports changes to the nurse. 

e Social Worker (SW) — helps patient and family cope with the illness; 
provides some counseling for emotional distress; helps with practical 
arrangements (insurance issues, funeral arrangements, transfers to other 
facilities). 

e Volunteer Coordinator — supervises and schedules all activities and 
visits conducted by volunteers. 

e Chaplain — helps the patient and family with spiritual needs; offers 
prayer as requested; coordinates with the others in the patient’s faith 
community; helps with funeral planning and with bereavement 
services. ! 


8 “The Hospice Team,” NHPCO, accessed November 13, 2020, https://nhpco.org/patients-and- 
caregivers/about-hospice-care/the-hospice-team/. 

° NHPCO, “The Hospice Team.” 

'0 NHPCO, “The Hospice Team.” 


Other members of the hospice organization, such as volunteers and administrative staff, are usually 


not part of the IDT. 


Palliative Care 


The field of palliative care grew out of the hospice movement. Though similar, palliative 
care does have some significant differences. For those not eligible for hospice care (life expectancy 
greater than 6 months), palliative care has “become a care-management strategy to care for patients 
who have chronic illnesses” and “can be implemented in conjunction with curative interventions 
during all phases of an illness.!' In addition, palliative care “is focused on providing relief from 
the symptoms and stress of the illness” and “the goal is to improve quality of life both for the 


patient and the family” during any stage in a serious illness. !” 


Guidelines have been developed to assess whether a patient might benefit from palliative 
care. Having one or more of the following criteria may indicate the need for a referral to a palliative 


care team for a consultation: 


e Declining ability to complete activities of daily living 

e Weight loss 

e Difficult to control physical or emotional symptoms related to serious 
medical illness 

e Limited social support and a serious illness 

e Patient, family, or physician request for information regarding hospice 
appropriateness 


e Patient or family psychological or spiritual distress. !% 


'! Batchelor, “Palliative or Hospice Care?” 

2 «What is Palliative Care,” Get Palliative Care, accessed November 27, 2020, 
https://getpalliativecare.org/whatis/. 

'5 Get Palliative Care, “What is Palliative Care.” 


Research has shown the benefit of palliative care. For example, a study conducted at 
Massachusetts General Hospital, published in the New England Journal of Medicine, found that 
“among patients with metastatic non-small-cell lung cancer, early palliative care led to 
significant improvements in both quality of life and mood” and that “patients receiving early 


palliative care had less aggressive care at the end of life but longer survival.”! 


'4 Jennifer Temel, et al., “Early Palliative Care for Patients with Metastatic Non-Small-Cell 
Lung Cancer,” New England Journal of Medicine 363, (2010): 733. 


Chapter 2 
Kauai Hospice 


I currently serve as one of the two Spiritual and Bereavement Care Coordinators 
(Chaplains) for Kauai Hospice, located in the Harry & Jeanette Weinberg Center for Compassion 
in Lihue, Hawaii. The mission of Kauai Hospice “is to ensure the highest quality of life possible 
for individuals and their families facing a life-threatening illness; to provide bereavement support 
to individuals, and to promote an understanding of Hospice and Palliative Care services.” 
Started as a grassroots organization in 1983, and receiving accreditation in 2018, Kauai Hospice 
has served thousands of patients and family members while remaining the only hospice on the 
Garden Island.!° The hospice website explains that services are provided to persons facing life- 
limiting illnesses and shortened life-expectancy so that they “might live as fully and comfortably 


as possible.”!” 


Consistent with the philosophy of hospice, patients on service with Kauai Hospice agree 
not to pursue active treatment for their terminal illness. Comfort care, including pain 
management, treatment for respiratory symptoms, and treatment for generalized symptoms such 
as nausea, vomiting, diarrhea, constipation, anxiety, restlessness, and insomnia are also provided. 
Not everyone who is receiving care from Kauai Hospice staff dies. If a patient’s condition 
improves, or there is no significant decline, and thus the life expectancy is greater than 6 months, 
the patient no longer meets Medicare criteria and needs to be discharged from hospice. Other 


patients may choose to revoke their hospice benefit to pursue additional treatment. The length of 


'S “Overview,” Kauai Hospice, November 11, 2020, https://kauaihospice.org/overview. 
‘6 Kauai Hospice, “Overview.” 
'” Kauai Hospice, “Overview.” 


stay for patients on hospice varies greatly, with some being on hospice for only a few hours or 
days, while others are on well beyond the initial 6-month life expectancy. Some are on hospice 
even beyond 2 years. These patients show no improvement in their presenting diagnosis but have 


a documented slow decline. 


Kauai Hospice also has a Palliative Care Program which is “focused on providing 
patients with relief from the symptoms, pain, and stresses of a complex illness — whatever the 
diagnosis.”'® Those patients who are on Palliative Care may continue to receive clinical 
treatments (i.e. chemotherapy, dialysis, surgical intervention, radiation and feeding tubes). Most 
insurance plans that provide palliative care benefits have a 90-day limit. Once a person has 
exhausted their palliative care benefits, they must go off service or may choose to enroll in 
hospice if their condition warrants. This is usually when it appears that their treatments are no 
longer beneficial or that the treatments themselves are contributing to a decrease in the patient’s 


quality of life. 


Most hospice and palliative care services are provided in the patient’s homes. There are, 
however, several long-term care facilities on the island with which Kauai Hospice has 
agreements to provide patient care within the facility setting. The average census at any given 
time is about 65 patients on Hospice and 5 patients on Palliative Care. The rate of turnover can 
be quite intense. It is not unusual for 2-3 patients to die on a single day and for an additional 2-3 


new patients to be placed on service during that same day. 


All patients, hospice and palliative care, are eligible for services from each member of the 


Interdisciplinary Team (IDT), though they are only required to accept regular visits from a 


'8 Kauai Hospice, “Overview.” 


Registered Nurse (RN). The other members of the Kauai Hospice Interdisciplinary Team include 
an Admissions Coordinator, Certified Nursing Assistants (CNAs), Social Workers (SW), 
Chaplains, a Volunteer Coordinator, a Nursing Director, a Medical Director and a Quality 
Assurance and Performance Evaluation (QAPE) Coordinator. Staffing at Kauai Hospice 
currently includes 8 RNs for the day shift, 4 on-call evening RNs, 3 CNAs, 2 SWs, 2 Chaplains, 
1 Nurse Practitioner, and 1 Volunteer Coordinator. In addition to an Executive Director, there is 
administrative staff providing finance, reimbursement, and other supportive services. Many of 
the current staff have been working for Kauai Hospice for longer than 10 years, and one nurse 
has worked for 20 years. The average is about 8 years. My tenure with Kauai Hospice is now 3 


years. 


For a good part of 2020 Kauai Hospice was understaffed, particularly in nursing. There 
have been some recent hires with four nurses being employed for less than a year. There is one 
RN currently out on maternity leave. There haves been discussions about hiring an additional 
social worker and another chaplain. Within the next year it is possible that the census will 
continue to grow to an estimated 75 patients on service at any one time. Understaffing may be a 
contributing factor to the stress current employees are experiencing and, as will be discussed in 


more detail later, has the potential to lead to burnout and compassion fatigue. 


Because it is a team approach, more than one staff person is impacted when a patient 
does die. Each team member has their own unique relationship with the patient and family, and 
as is true of any relationship, some are more intense than others. I do sense that the impact of 
grief is the greatest on the nurses at Kauai Hospice, due to their hands-on role. This is consistent 


with research showing that “nurses’ grief resulting from the death of a patient is different from 


10 


the grief experienced by family members at the death of a loved one.”!? Lisa Gerow and 
colleagues, after interviewing nurses involved in end-of-life care, found that many nurses did not 
feel it was appropriate for them to grieve when a patient died. The nurses struggle with the belief 
that “as professionals they were not supposed to feel the loss but were to simply say goodbye and 
move on to the next patient.””° The authors concluded that resulting from the conflicting roles 
nurses find themselves in, many “nurses may adopt ineffective coping mechanisms such as 
avoidance and compartmentalization of the experience that can result in burnout and other 


physical and emotional problems as opposed to healthy grieving.7! 


At Kauai Hospice, the IDT meets every two weeks (as required by Medicare) to review 
each patient’s plan of care. These meetings usually last up to 3 hours and every patient who is on 
either palliative or hospice care is discussed. The emphasis of these discussions is not so much to 
review what has already happened to the patient, but to lay out the plan of care for the coming 
two weeks. Minimally, the social worker, chaplain and the nurse provide input, though others 
may add to the discussion. Because of the COVID-19 pandemic and the restrictions in place on 
Kauai, these meetings have been conducted using a ZOOM format since March 2020. Initially, 
all staff members participated from home. Now that some of the COVID-19 restrictions have 
been lifted, there can be a maximum number of 10 staff members assembled using social 


distancing in the Kauai Hospice conference room and the remaining staff participate remotely. 


'° Lisa Gerow, Patricia Conejo, Amanda Alonzo, Nancy Davis, Susan Rodgers, and Elaine 
Williams Domian, “Creating a Curtain of Protection: Nurses’ Experiences of Grief Following 
Patient Death,” Journal of Nursing Scholarship 42, no. 2 (2010): 123. 

0 Gerow, “Creating a Curtain of Protection,” 122. 

71 Gerow, “Creating a Curtain of Protection,” 123. 
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In addition, there is a staff meeting held once a month which has also been subject to the 
limitations imposed by COVID-19. Besides administrative matters, such as a report from the 
Executive Director and each of the other departments, time is set aside to remember each patient 
who has died since the previous meeting. The name of each patient who has died is read and a 
chime is sounded. Staff members are encouraged to share their feeling regarding any patient’s 
death which significantly impacted them. Sometimes this portion of the meeting can last up to 


one hour. 


When patients are on service for only a short period of time, staff may find it challenging 
to get all the supplies and medications in place, as well as to educate caregivers on the signs and 
symptoms of approaching death. It is also difficult to establish a meaningful relationship with the 
patient and family in a short span of time. Staff members often feel like they have not done all 
they could because of the time constraints. When patients are on service for longer periods of 
time it is possible for the staff to develop relationships, which has the potential of intensifying 
the feelings of loss when the patient dies. Each of these scenarios can lead to compassion fatigue. 
Some of the staff have expressed feelings indicative of burnout and compassion fatigue within 
staff meetings and in casual conversation which prompted the writer to consider the current 


project. 


COVID-19 


Additional stress has been added by the COVID-19 pandemic. The pandemic has had a 


tremendous impact on the day-to-day activities of the Kauai Hospice staff. We have been 


12 


extremely fortunate here on Kauai with only 179 cases and one death as of 2/10/2021.” 
Nevertheless, the daily routine and procedures practiced by the staff have changed significantly 
from the pre-COVID scenarios. Beginning in mid-March, our Executive Director, in 
collaboration with our Medical Director, instituted dramatic changes. The RNs and CNAs 
continued making home visits, provided they used personal protective equipment (PPE), and the 
frequency of visits was decreased. PPE includes a face mask and goggles. Those performing 
personal care, and closer than six feet away from the patients for greater than 15 minutes, are 
required to wear gowns and gloves. Hand washing is mandatory prior to and after any patient 
contact. Screening COVID-19 questions are asked prior to each in-person visit. These include 
asking about those in the household testing positive for COVID-19, any recent travel to or from 
the island, and any new onset of symptoms such as fever and cough unrelated to the patient’s 
underlying disease process. If there are positive answers to any of the screening questions, the 
staff member is not allowed to visit without consulting with the Medical Director. An assessment 
of the risk is made, and the staff member is instructed as to the continuation of the visit. Prior to 
the pandemic, visits were usually made to most patients weekly, and for some, several times a 
week or even daily. The frequency of all visits was decreased by 50%, meaning that those who 
would have been seen once a week were now being seen every two weeks in person. To fill in 
the gaps, there was an increased use of telehealth by the RNs to communicate with patients and 
caregivers. Since March 2020, the Centers for Medicare and Medicaid Services (CMS) has 
allowed hospice workers to utilize telehealth rather than in-person visits, and though this 


measure promotes safety, it “has a side effect of limiting in-person contact and care — where 


22? “Kauai COVID-19 Case Summary,” County of Kauai, accessed February 10, 2021, 
https://kauai.gov/covid-19. 
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hospice really shines.””? In-person visits certainly are preferable, however, there may be an 
eventual benefit of telehealth as services ultimately become more accessible to vulnerable 


populations in rural areas or inner cities.” 


Most of the Kauai Hospice staff worked from home from March through June, with only 
essential personnel in the office. For about four months social workers and chaplains were only 
able to provide phone support to patients and caregivers. This was not as satisfying an approach 
as in-person visits had been, but it was what needed to be done in view of the pandemic. This 
change in carrying out our duties resulted in the nurses having to deal inadvertently with the 
psychosocial and spiritual needs of their patients for whom they were primarily tasked with 
providing medical care. We did what we had to do. Because of the fragile condition of our 
patients and to reduce the risk of infection to patients and caregivers, Kauai Hospice staff were, 


and continue to be, very compliant with the COVID-19 safety recommendations. 


There has also been increased stress on patients, caregivers, and their families due to the 
pandemic. They are more isolated from family, friends, and their faith communities. When 
anyone visits, social distancing must be practiced, and PPE worn. This is something that people 
all over the world are experiencing right now, but it seems to be the cause of increased concern 
and anxiety particularly here in the cultural environment of the Islands. “The Land of Aloha” is 
a place where kissing, hugging and close contact, even with strangers, is considered the norm. 
The biggest challenge has been with those family members who have traveled from one of the 


other islands or from the Mainland (any of the other 49 states). These individuals have been 


3 Grace Birnstengel, “How COVID-19 is straining hospice care,” PBS News Hour, accessed 
November 26, 2020, https://pbs.org/newshour/health/how-covid- 19-is-straining-hospice-care/. 
*4 Grace Birnstengel, “How COVID-19 is straining hospice care,” PBS News Hour. 
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required, until recently, to undergo a 14-day quarantine and should not be in contact with the 
hospice patient until the quarantine period is over. This has not been something that has gone 
over well with family members, particularly when their loved one may be days or hours from 
end of life. This difficult decision has been left up to the individual families to navigate and is 
not something that can be enforced by Kauai Hospice staff. If there are individuals in a home 
who are on quarantine, when a Kauai Hospice staff member makes a visit, the person in 
quarantine is asked to wear a mask, and if possible, stay in a different room during the visit. 
Recently, the State of Hawaii has instituted new measures to promote the safety of the State’s 
residents and visitors. I believe that this will help alleviate some of the stress caused by forced 
isolation from loved ones who are on hospice. The mandatory online Safe Travels program, 
which digitally tracks screening questions and temperature checks for travelers in advance of 
their flight, went into effect on September 1, 2020.7° All passengers are required to have a valid 
email address to participate. A second program for COVID-19, pre-travel testing, began on 
October 15, 2020. This program makes it possible for travelers to avoid the “mandatory 14-day 
quarantine if they are tested within 72 hours before their flight to Hawaii departs with an FDA- 
approved nucleic acid amplification test (NAAT)” and provide proof of that negative test upon 
arrival in Hawaii.”° Together, these two programs will help to ensure the safety of patients and 
their families. As people have some level of human contact with those they love during the 
dying process, an already difficult situation will not be made more unbearable. There will, 


hopefully, be less stress on Kauai Hospice staff and the patients we care for. 


°5 “Coronavirus (COVID-19) Transportation Related Information and Resources,” Hawaii 
Department of Transportation, accessed November 28, 2020, 
https://hidot.hawaii.gov/coronavirus/. 

6 Hawaii Department of Transportation, “Coronavirus (COVID-19) Transportation Related 
Information and Resources.” 
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In addition to the home environment, COVID-19 has made the dying process more 
challenging in the hospitals and long-term care facilities on Kauai as well. Most are still not 
allowing in-person visits to the residents. As of February 2021, immediate family members are 
only allowed to make in-person visits if the patient’s death is considered imminent. Even then, 
the time-period for the visits is limited and only one person is allowed in the room at a time. 
Family members are asked to keep socially distanced. I had one family member describe how 
difficult it was to visit her dying father and not be able to hold his hand. She asked a nursing 
assistant to hold her father’s hand as she spoke with him from six feet away. For those patients in 
facilities that are on hospice but whose deaths are not imminent, family members have just 
recently begun doing “window visits” where they stand outside of the patient’s room and speak 
with them by telephone. For patients who have dementia or who are non-verbal, this is certainly 
not ideal. Hospice nurses are able to visit patients in facilities, though the frequency of their 
visits continues to be decreased. As a chaplain, I am still not able to go into most of the facilities 
unless there is an urgent spiritual need. So far, that has meant going to see only two patients. 
This is the situation, even though all Kauai Hospice staff are tested for COVID-19 monthly. 


Only time will tell what impact COVID-19 is having on Kauai Hospice staff members. 


A recent cross-sectional survey of 36 hospice and palliative care workforce members 
representing all US geographical regions reporting on the impact of COVID-19 found that “some 
respondents described feeling overwhelmed while others experienced moral distress due to 
increased work demands as a result of the pandemic.””’ Not only are the Kauai Hospice staff 


dealing with the increased stress brought on by the restrictions in the workplace due to the 


*7 Jeannette Kate, Angela Gerolamo, and Monika Pogorzelska-Maziarz, “The impact of 
COVID-19 on the hospice and palliative care workforce,” Public Health Nursing (October 
2020), onlinelibrary.wiley.com/doi/epdf/10.1111/phn.12827. 
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pandemic, they are also, just like everyone else, struggling personally to navigate life in the “new 
normal.” Michael Milward, former CEO of Hospice Santa Cruz County and strategic advisor to 
the National Partnership for Hospice Innovation (NPHID) discussed the challenge of work/life 
balance and self-care and concluded, “supporting patients and families involves a great deal of 
complexity, family systems and social systems around what’s happening — that’s all just been 


heightened by the changes that have been asked of us in the pandemic.’”® 


Another area where COVID-19 has changed the normal routine is with bereavement 
support. As part of the Medicare guidelines, hospices are required to provide bereavement 
support to patient’s family and caregivers for up to 13 months following the patient’s death. 
Besides initial phone calls or visits following the death, the Bereavement Care Coordinator 
(Chaplain) sends mailings to those who are grieving throughout that first year. Kauai Hospice 
also offers a six-week bereavement support group, called Journey Through Grief (JTG). This 
group is offered several times during the year and on different parts of the island to maximize the 
outreach to those in need. I was conducting a JTG in March 2020 when COVID-19 pandemic 
restrictions went in place and had to terminate the group after only two weeks. For several 
months, all bereavement support was provided only by telephone. Eventually, I orchestrated a 
ZOOM bereavement group using the same materials and discussion format. Though some of the 
older folks experiencing the death of a loved one often do not have the computer skills to 
navigate the technology, many are learning. This format has also enabled our bereavement 
support to move beyond the island of Kauai. I have conducted online bereavement support now 


that has included attendees from Oahu, the Big Island (Hawaii) and from Oregon and California. 


28 “Hospices refocus on staff mental health during COVID-19,” Hospice News, accessed 
November 28, 2020, https://hospicenews.com/2020/09/18/hospices-refocus-on-staff-mental- 
health-during-covid-19/. 
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Even as we made adjustments in the type of support we have been able to provide, there is a 
sense of limitation in how we are meeting people’s needs and a sense of professional loss in the 


process. We all have an awareness of not being able to do enough. 


Kauai Hospice staff also engage in activities in the community to remember those who 
have died. In the past these gatherings have brought needed healing to staff and families. The 
most significant are the candle lighting ceremonies conducted in conjunction with the Christmas 
holidays. Held at several churches throughout the island, these events featured music, speakers, 
and a candle lighting ceremony where the names of loved ones who had died were spoken aloud. 
These events were always well attended. All hospice staff were assigned to attend at least one of 
these events. This year, because of COVID-19, we did something called “Lanterns of Love” 
where lighted Japanese-style lanterns were hung around the perimeter of the Kauai Hospice 
building. This outdoor event occurred every evening from December 3™ to January 1° from 6:00 
pm to 9:00 pm. Face masks were required for participation and social distancing was honored. 
The names of those who had died were engraved on hearts which hung down from the lanterns 


and people were able to walk through the area as they remembered their loved ones. 
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Chapter 3 
Compassion 


Compassion is at the core of hospice work. The ancient concept of compassion is an 
important motif in the sacred texts of Judaism, Christianity, and Islam, with the word being 
derived from “the Latin word ‘compati,’ which means ‘suffer with,’ in other words, the 
compassionate person participates in the suffering of the other — the object of compassion.””” 
Merriam-Webster Dictionary defines compassion as a “sympathetic consciousness of others’ 
distress together with a desire to alleviate it.”°° Several decades ago, a more expansive and 


heartfelt description of compassion was provided by Henri Nouwen. 


Compassion asks us to go where it hurts, to enter into places of pain, to share 
in brokenness, fear, confusion, and anguish. Compassion challenges us to cry 
out with those in misery, to mourn with those who are lonely, to weep with 
those in tears. Compassion requires us to be weak with the weak, vulnerable 
with the vulnerable, and powerless with the powerless. Compassion means 
full immersion into the condition of being human.”! 


An additional perspective on compassion is provided by Richard Lazarus who states 
that, 


Compassion is not a sharing of another person’s emotional state . . . but an 
emotion of its own . . .In compassion, the emotion is felt and shaped . . .by 
feeling personal distress at the suffering of another and wanting to ameliorate 
it. The core relational theme for compassion, therefore, is being moved by 
another’s suffering and wanting to help.*” 


Frank Rogers provides a working definition of compassion as “being moved in one’s 


depths by another’s experience; sensing a warm loving regard for them; and responding in ways 


?° Miriam Brill and Nurit Nahmani, “The Presence of Compassion in Therapy,” Clinical 
Social Work Journal 45, (2017): 10. 


30 “compassion,” Merriam-Webster.com, accessed February 12, 2021, https://www.mirriam- 
webster.com. 

3! Henri Nouwen, Donald McNeill, and Douglas Morrison, Compassion: A Reflection on the 
Christian Life (New York: Doubleday, 1982), 4. 

>? Richard Lazarus, Emotions and adaptation (Oxford: Oxford University Press, 1991), 289. 
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that intend to either ease their suffering or promote their flourishing.” Compassion is something 
that is active. It “involves the recognition and clear seeing of suffering. It also involves feelings 
of kindness for people who are suffering, so that the desire to help — to ameliorate suffering — 
emerges.”** When a person has compassion and is guided by feelings of love, affection, and 
concern toward the other, it is very similar to the Buddhist concept of loving kindness, however, 


“the crucial difference between these two concepts is that, whereas loving kindness is 


experienced toward nonsuffering beings, compassion is felt for suffering beings.”* 


Burnout 


In contrast to the altruism of compassion, I turn now to explore the concept of burnout. It 


has been explained that burnout is the “state of physical, emotional, mental exhaustion [that] 


gradually results from long-term involvement in emotionally demanding work situations.’*° 


Christina Maslach and Michael Leiter have helped us to understand that burnout is an 
occupational hazard for various people-oriented professions requiring intense levels of personal, 
emotional contact, and that “although such relationships can be rewarding and engaging, they 


can also be quite stressful.”>” They go on to describe burnout as “a psychological syndrome 


33 Frank Rogers, Compassion in Practice: The Way of Jesus (Nashville: Upper Room Books, 
2016), 31. 

34 Kristen Neff, Se/f-Compassion: The Proven Power of Being Kind to Yourself (New York, 
NY: HarperCollins, 2011), 10. 

35 Olga Klimecki and Tania Singer, “Empathic Distress Fatigue Rather Than Compassion 
Fatigue? Integrating Findings From Empathy Research in Psychology and Social Neuroscience,” 
in Pathological Altruism, eds. Barbara Oakley, Ariel Knafo, Guruprasad Madhavan, and Sloan 
Wilson (Oxford, England: Oxford University Press, 2012), 377. 

3° Barbara Rubell, “The FABULOUS Principle — Avoiding Compassion Fatigue and Burnout,” 
NHPCO webinar, July 13, 2017. 

37 Christina Maslach and Michael P. Leiter, “Understanding the burnout experience: recent 

research and its implications for psychiatry,” World Psychiatry 15, no. 2 (2016): 104. 
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emerging as a prolonged response to chronic interpersonal stressors on the job.’”** There are three 
dimensions to burnout which include overwhelming exhaustion (loss of energy, fatigue), feelings 
of cynicism (originally called depersonalization), and a sense of ineffectiveness (originally called 


reduced personal accomplishment).*? 


This issue of burnout is particularly significant in the hospice setting. Andy Hau Yan Ho 
and colleagues have written about professional caregivers working in the field of end-of-life 


care, who are regularly exposed to stress from their engagement with dying patients and their 


families. They conclude that “constant exposure to death, grief, and loss can result in burnout.’*° 


Factors that can contribute to burnout, and employees feeling discouraged and disempowered at 
work, include when “staff members feel that they have a lack of control, insufficient resources, 
unmanageable caseloads, threats to their personal safety, and little authority in decision 
making,’*! Maryann Abendroth reported that variables such as long work hours, high patient 
caseloads, and multiple deaths occurring within a short period of time, “have stressful effects on 
the individual, which can lead to burnout.”*” A prolonged response to chronic interpersonal job 


stressors causes a person to experience burnout and is demonstrated by the person being 


38 Maslach and Leiter, “Understanding the burnout experience,” 104. 

3° Maslach and Leiter, “Understanding the burnout experience,” 104. 

40 Andy Hau Yan Ho, et al., “A novel mindful-compassion art therapy (MCAT) for reducing 
burnout and promoting resilience for end-of-life care professionals: a waitlist RCT protocol,” 
Trials 20, no. 1 (July 2019): 406. 

“1 Nora Gold, “Using participatory research to help promote the physical and mental health of 
female social workers in child welfare,” Child Welfare 77, no. 6 (Nov-Dec 1998): 718. 

* Maryann Abendroth, and Jeanne Flannery, “Predicting the risk of compassion fatigue: An 
empirical study of hospice nurses,” Journal of Hospice and Palliative Nursing 8, no. 6 (Nov-Dec 
2006): 353. 
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“unmotivated, cynical (negative), unhappy at work and acting out unhappiness, detached from 


job; actively disengaged, not effective at work, distressed, angry, frustrated and overwhelmed.” 


Burnout is a significant issue with those who work in hospice and, even the environment 
in which hospice care is provided has some impact on burnout. A multi-center cross-sectional 
study conducted by Merwyn Koh and colleagues found that “those who worked in home hospice 
care were more at risk of developing psychological morbidity compared to counterparts doing 
hospital-based palliative care or hospice inpatient care.”** The authors also found that those who 
worked greater than 60 hours per week were more at risk of burnout as compared to those 
working a 40 hour week.*° Interestingly, they also found that certain coping mechanisms could 
reduce the amount of burnout. The following coping mechanisms were found to be protective 
against burnout: physical well-being, clinical variety, having hobbies, transcendental meditation, 
passion for one’s work, having realistic expectations, and remembering patients.*© Another 
relevant finding from this study was that spirituality was protective against burnout, as the 
authors postulated that “spiritual beliefs may help [primary care providers] to cope . . . and guide 


them internally to believe in a sense of personal mission and accomplishment.’”*” 


3 Rubell, “The FABULOUS Principle.” 

“4 Mervyn Koh, et al., “Burnout, psychological morbidity and the use of coping mechanisms 
among palliative care practitioners: A multi-centre cross-sectional study,” Palliative Medicine 
29, no. 7 (2015): 638. 

45 Koh, et al., “Burnout,” 639. 

46 Koh, et al., “Burnout,” 640. 

47 Koh, et al., “Burnout,” 641. 
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Secondary Traumatic Stress 


Another term which needs to be considered is secondary traumatic stress (STS). It has 
“been defined as the condition when care providers report symptoms related to reexperiencing 
the traumatic experience of patients (vicarious experience).’"® STS is, therefore, the distress and 
emotional disruption that may develop from indirect exposure to a traumatic event or caring for 
someone who has experienced such an event. There is a connection between burnout and 
secondary traumatic distress (STS), which Jason Hotchkiss and Ruth Lesher further defined as “a 
response to the stress of inter-personal interactions between helper and client.”*? The authors 


contend that there is an overlap of these two responses with “burnout representing a response to 


occupational stress and STS a more personal emotional response to traumatic stress.”>° 


Compassion Fatigue 


The next term we must consider is compassion fatigue (CF), which “has been theorized as 


a multi-component construct, comprised of secondary traumatic stress (STS) and burnout.’”*! 


Health care professionals, such as hospice workers, who are “constantly dispensing compassion, 
day after day” are at high risk of developing CF because of their prolonged involvement with 


those who are suffering.** Compassion fatigue is not something that develops overnight, but 


= Igor Portoghese, Maura Galletta, Phillip Larkin, Salvatore Sardo, Marcello Campagna, and 
Gabriele Finco, “Compassion fatigue, watching patients suffering and emotional display rules 
among hospice professionals: a daily diary study,” BMC Palliative Care 19, no. 1 (2020). 
doi.10.1186/s12904-020-0531-5. 

*° Jason Hotchkiss, and Ruth Lesher, “Factors Predicting Burnout Among Chaplains: 
Compassion Satisfaction, Organizational Factors, and Mediators of Mindful Self-Care and 
Secondary Traumatic Stress,” Journal of Pastoral Care & Counseling 72, no. 2 (2018): 87. 

°° Hotchkiss and Lesher, “Factors Predicting Burnout Among Chaplains,” 88. 

> Portoghese, et al., “Compassion fatigue.” 

>? Portoghese, et al., “Compassion fatigue.” 
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rather over time. It is a “progressive state of emotional unease” which evolves “from compassion 
discomfort to compassion stress, and finally compassion fatigue” where the compassion energy 
expended by the caregiver surpasses their ability to recover “resulting in significant negative 
psychological and physical consequences.”>* There are very practical manifestations or 
symptoms of compassion fatigue. They may be work-related, emotional, or physical and may 
include: 

reduced empathy towards patients or families, frequent use of sick days, 

lack of joyfulness, mood swings, restlessness, irritability, oversensitivity, 

anxiety, substance uses, depression, anger and resentment, loss of 

objectivity, memory issues, poor concentration, focus, and judgment, 


headaches, digestive problems, muscle tension, sleep disturbances, fatigue, 
chest pain, and palpitations.** 


Claire Sorenson et al, in their review of current literature on compassion fatigue observed 
that “compassion fatigue (CF) is often thought of as the caregiver’s cost of caring and results when 
caregivers are exposed to repeated interactions requiring high-levels of empathic engagement with 
distressed clients.”>> If this is all starting to sound a bit confusing, Sorenson agrees. She explains 
that although CF, burnout, and secondary traumatic stress (STS) are used interchangeably in the 


literature, it is unclear if they are synonymous. Sorenson concludes that STS offers a better 


“clinical description” and CF provides “a more user-friendly term for the experience.”°° 


Why is it that healthcare workers, and particularly those working in hospice, are 


susceptible to compassion fatigue? Traumatologist, J. Eric Gentry, writing for the Compassion 


>3 Carla Cheatham, “Healing Ourselves First: Resilience as Our Greatest Clinical 
Competence,” NHPCO Aligning Practice with Evidence Virtual Conference, July 19, 2017. 

>4 Rubel, “The FABULOUS Principle.” 

55 Claire Sorenson, Beth Bolick, Karen Wright, and Rebekah Hamilton, “Understanding 
Compassion Fatigue in Healthcare Providers: A Review of Current Literature,” Journal of 
Nursing Scholarship 48, no. 5 (2016): doi:10.1111/jnu.1229. 

> Sorenson, et al., “Understanding Compassion Fatigue.” 
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Fatigue Awareness Project sheds some light on this subject. He suggests that “people who are 
attracted to caregiving often enter the field already displaying symptoms of compassion fatigue. 
A strong identification with helpless, suffering, or traumatized people or animals is possibly the 


motive.’ 


How are we to address the issue of compassion fatigue and lessen its impact on those who 
suffer from it? Part of the process is to teach the practice of new life skills that help the caregiver 
become self-directed as opposed to other-directed. Again, the Compassion Fatigue Awareness 
Projects explains that “providing authentic, sustainable self-care daily can help manage and 
lessen the disruptive issues associated with compassion fatigue” such as “isolation, emotional 
outbursts, sadness and apathy, persistent physical ailments, and recurring nightmares or 


flashbacks.’”*® 


Empathy and Empathic Distress Fatigue 


Adding to the complexity of issues is one other term that must be considered - that of 
empathy. Merriman-Webster defines empathy as “the action of understanding, being aware of, 
being sensitive to, and vicariously experiencing the feelings, thoughts, and experience of 
another.”°? Olga Klimecki and Tania Singer explain that empathy can occur “when observing or 


even simply imagining another person’s affective state triggers an isomorphic affective 


57 J, Eric Gentry, “Compassion fatigue is a set of symptoms, not a disease,” Compassion 
Fatigue Awareness Project, accessed November 29, 2020, https://compassionfatigue.org. 

>8 Gentry, “Compassion fatigue is a set of symptoms,” Compassion Fatigue Awareness 
Project. 

° “empathy,” Merriman-Webster.com, accessed February 12, 2021, https://www.mirriam- 
webster.com. 
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response.”®° Empathy is often a characteristic of people in the caring professions, but it must be 
considered with some caution. Empathy must be other-oriented to prevent the empathizer from 
identifying with the person suffering — only in this way does the compassionate person have “the 
capacity to help because he or she is not overwhelmed by distress.”°! It has been argued that, 
more than all other factors, “it is the perceived suffering of the patient that leads to depressive 
symptoms in the caregiver.’®” This puts empathy as one of the main sources for compassion 
fatigue, which may seem counterintuitive since both empathy and compassion seem to be 


positive social behaviors. 


With this insight in mind, Klimecki and Singer tried to unravel this paradox by 


developing a model which “suggests that, rather than compassion fatigue, it is empathic distress 


that underlies the negative consequences of caregivers who are exposed to other’s suffering.” 


They contend that while compassion, sympathy, and empathy are other-oriented emotions that 
promote prosocial behavior, “empathic distress and personal distress are aversive and self- 
oriented emotions that often lead to withdrawal behavior.”™To illustrate their point, Klimecki 


and Singer provide the following example: 


Upon hearing that a friend of ours is sad because her grandmother is dying, 
our first reaction would be empathy, which means that we would share the 
feeling of sadness and thereby know what our friend is going through. 
Empathy is the first step connecting us with the affective and motivational 
states of the other. In the next step, we would either transform this empathic 
response into compassion or empathic distress depending on our disposition, 


6° Olga Klimecki, and Tania Singer, “Empathic Distress Fatigue Rather Than Compassion 
Fatigue? Integrating Findings from Empathy Research in Psychology and Social Neuroscience,” 
in Pathologic Altruism, eds. Barbara Oakley, Ariel Knafo, Guruprasad Madhavan, and Sloan 
Wilson (Oxford, England: Oxford University Press, 2012), 370. 

6! Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 377. 

° Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 370. 

63 Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 370. 

64 Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 371. 
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personality, emotion regulation ability, and the situation. If we reacted with 
compassion, we would feel pity or concern for our friend and, motivated by 
this other-oriented feeling, act in a prosocial way by trying to alleviate our 
friend’s suffering. However, if we reacted with empathic distress, which is a 
self-oriented response linked to withdrawal, we would be overwhelmed by 
our own Sadness and try to avoid the aversive situation by leaving our friend 
alone with her sadness.° 


Following their discussion, to what I believe is a very logical conclusion, Klimecki and Singer 


argue that “the term compassion fatigue should be replaced by empathic distress fatigue, since 


the nature of burnout described in caregivers closely resembles the state of empathic distress.” 


Though the negative emotions associated with empathic distress might cause caregivers to 
abstain from having an empathic response altogether, it might be more productive for caregivers 
to “aim at maintaining high levels of empathy and learn how to transform empathy into 


compassion and loving kindness before being trapped by empathic distress.”°’ 


Frank Rogers carries through on this theme as he instructs that “Empathy leads to 
distress. Unintended empathy becomes empathic distress and depletion leading to poor health, 
lower immune efficiency, difficulty sleeping, irritability, weakened emotional regulation and 
inability to be present to loved ones.”®* Rogers goes on to explain that true compassion is 
restorative. “It activates the attachment and affiliation systems of the body; releases oxytocin (the 


‘love hormone’); it relaxes the distress systems of our body; it increases resilience and the 


capacity to emotionally regulate, and it creates satisfying connections with others.” 


65 Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 371. 

6° Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 378. 

67 Klimecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 378. 

68 Frank Rogers, “Restorative Compassion as an Antidote to Empathy Fatigue,” Stillpointt: 
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Resilience 


The relevant concept of resilience has been defined as “The process of adapting well in 
the face of adversity, trauma, tragedy, or even significant sources of stress such as family and 
relationship problems, or workplace and financial stressors.”’? Merriam-Webster defines 
resilience as “the ability of a person to adjust to or recover readily from illness, adversity or 
major life challenges.”’! Froma Walsh claims that “we cope with crisis and adversity by making 
meaning of our experience, linking it to our social world, to our cultural and religious beliefs, to 
our multi-generational past, and to our hopes and dreams for the future.””” In a dissertation on a 
hospice dealing with HIV/AIDS, Ragadi Mokena writes: “Resilience is an active process of 


endurance, self-righting, and growth in response to crisis and challenge.” 


Compassion Satisfaction 


There is another factor involved in the equation that must also be discussed, that is 
compassion satisfaction (CS). “The ability to feel good about one’s contribution at work can 
assist in better overall mental well-being” and “if CS is nurtured by the worker and the 


organization it is expected that there will be less CF present.”’4 Put simply, Radley and Figley 


7 Mary de Chesnay and Barbara Anderson, Caring for the Vulnerable: Perspectives in 
Nursing Theory, Practice and Research -2™ Edition (Toronto, Canada: Jones and Bartlett, 2008), 
42. 

11 “resilience,” Merriam-Webster.com, accessed February 12, 2021, https://www.mirriam- 
webster.com. 

? Froma Walsh, Strengthening Family Resilience (New York, NY: Guilford Press, 1998), 45. 

3 Rakgadi Mokeoena, “The Resilience of Caregivers at a Gauteng-based Hospice with 
Patients Living with HIV/AIDS” (Masters diss., University of South Africa, 2014), 4. 


™ Hotchkiss and Lesher, “Factors Predicting Burnout Among Chaplains,” 87. 
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(2007) wrote that “Our compassionate core requires us to either avoid negativity or transform 


it.””> 


1 Melissa Radey, and Charles Figley, “The social psychology of compassion,” Clinical 
Social Work Journal 35, no. 3 (2007): 214. 


29 


Chapter 4 


Maslach Burnout Inventory 


There are a variety of assessment tools which have been developed over the years to 
measure levels of burnout, compassion fatigue (CF) and compassion satisfaction (CS). Once the 
characteristics of burnout were more clearly identified, it became important to development 
measures that could assess them. The pioneering work related to burnout was first done by 
Christina Maslach and Michael Leiter as they developed the Masloch Burnout Inventory (MBI). 
“The MBI was specifically designed to assess the three dimensions of the burnout experience 
which had emerged from the earlier qualitative research. It has been considered the standard tool 
for research in this and has been translated and validated in many languages.’”””° There have been 
changes and modifications made to the MBI since the measures were first developed in the 
1980’s. The original and most widely used version of the MBI is the MBI-Human Services 
Survey (MBI-HSS) [Copyright © 1981 Christina Maslach and Susan E. Jackson]. Designed for 
professionals in the human services, it is appropriate for nurses, physicians, health aides, social 
workers, health counselors, therapists, clergy, police correctional officers, and others who are 
“focused on helping people live better lives by offering guidance, preventing harm, and 
ameliorating physical, emotional, or cognitive problems.’’ Specifically, the MBI-HSS addresses 
three different scales: 1) emotional exhaustion, which measures feelings of being emotionally 


overextended; 2) depersonalization, which measures “‘an unfeeling and impersonal response 


76 Maslach and Leiter, “Understanding the burnout experience,” 113. 
7 “NIBI: Human Services Survey,” Mind Garden, Inc., accessed May 20, 2020, 
https://mindgarden.com/3 14-mbi-human-services-survey. 
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towards recipients of one’s services” and; 3) personal accomplishment, which measures feelings 


of competence and successful achievement in work.’® 


Because of copyright limitations, the use of the MBI-HSS instrument in research studies 
requires that permission be granted by the licensing agent, Mind Garden, Inc. A fee must be paid 
which limits the number of copies of the instrument that may be made. For purposes of this study 


permission was received on May 21, 2020. 


Mindful Self-Care Scale 


To increase CS and decrease STS and CF, it has been determined that a variety of self- 
care interventions comprise the foundational work required for emotional and physical well- 
being. These positive activities are part of the Mindful Self-Care Scale (MSCS) which is “a 33- 
item scale that measures the self-reported frequency of behaviors that measure self-care 
behavior. There are an additional three general questions for a total of 36 items.”’? The MSCS is 
“intended to help individuals identify areas of strength and weakness in mindful self-care 
behavior, as well as to assess interventions that serve to improve self-care” such as “physical 
care, supportive relationships, mindful awareness, self-compassion and purpose, mindful 
relaxation and supportive structure.”®° While self-care includes attending to one’s basic 


physiological and emotional needs in terms of daily routine, relationships and environment, 


78 Mind Garden, Inc. “MBI: HSS.” 

™ Catherine Cook-Cottone, and William Guyker, “The development and validation of the 
Mindful Self-Care Scale (MSCS): an assessment of practices that support positive embodiment,” 
Mindfulness 9, no. 1 (2018): 161. 

8° Cook-Cottone and Guyker, “The development and validation of the Mindful Self-Care 
Scale (MSCS),” 161. 


31 


mindful self-care adds the component of mindful awareness and can be seen as protective by 


preventing the onset of mental health symptoms.®*! 


Because there are techniques that can help alleviate some of the stress associated with 
working in hospice, the use of the MSCS assessment tool with hospice workers can be 
beneficial. The MSCS was validated in a study focused particularly on hospice and healthcare 
professionals. It concluded that: “Informal mindful self-care, in the process of everyday life, was 
practiced more regularly and associated with increased wellness and reduced burnout risk than 
formal mind-body practices.”*? Another study looked at the relationship between social support, 
satisfaction with work-family balance and psychological distress among hospice nurses. This 
study evaluated 90 nurses working in hospice and determined that their “social support in the 
workplace and their satisfaction with the balance between their work and family lives play a role 
in supporting their mental health and that hospice nurses may benefit from programs fostering 
the creation of workplace-based interpersonal relationships.’”’*? It was also interesting to note that 
“Hospice nurses who are isolating from co-workers or who appear to be experiencing 
dissatisfaction with the balance between their work and family lives may be at greater risk for 
psychological distress, particularly depression.”** The MSCS is available for researchers to use 


free of charge, as long as the questions are not altered significantly [See Appendix 3]. 


8! Cook-Cottone and Guyker, “The development and validation of the Mindful Self-Care 
Scale (MSCS),” 161. 
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Professional Quality of Life Scale 


Another useful assessment tool when dealing with issues of burnout is the Professional 
Quality of Life Scale (ProQOL) [see Appendix 2]. In use since 1995, and containing sub-scales 
for compassion satisfaction, burnout, and compassion fatigue, “the ProQOL is the most 
commonly used measure of the negative and positive effects of helping others who experience 
suffering and trauma.”*> The 30 questions in this scale cover compassion satisfaction, burnout, 
and compassion fatigue, however, the person taking the assessment does not have knowledge of 
which questions are related to which subject. It is only in the scoring of the test by the person 
administering it, that the individual questions are identified into the areas of concern. Questions 
3, 6, 12, 16, 18, 20, 22, 24, 27, and 30 are related to compassion satisfaction scale. Questions 1, 
4,8, 10, 15, 17, 19, 21, 26, and 29 are related to the burnout scale. Finally, questions 2, 5, 7, 9, 
11, 13, 14, 23, 25, and 28 correspond to the secondary traumatic stress scale. For each of the 
components, the final scoring methodology is the same, although each is scored separately. Ifa 
person scores 22 or less their level or compassion satisfaction, burnout or secondary traumatic 
stress is considered low. Scores between 23 and 41 are indicative of moderate compassion 
satisfaction, burnout, or secondary traumatic stress. Finally scoring 42 or more signifies that a 
person has high levels of compassion satisfaction, burnout, or secondary traumatic stress. 
Regarding the scores related to Compassion Satisfaction, the originator of the survey, Beth 
Hudnall Stamm, explains that “Compassion satisfaction is about the pleasure you derive from 


being able to do your work well. Higher scores on this scale represent a greater satisfaction 


85 Beth Hudnall Stamm, “Professional Quality of Life Scale (ProQOL),” Professional Quality 
of Life, accessed May 15, 2020, https://progol.org/home. 
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related to your ability to be an effective caregiver in your job . . . if your scores are below 23, 


you may find problems with your job.”*° 


Stamm explains that burnout is often associated with feelings of hopelessness and 
difficulties in dealing with work or in being able to do your doing effectively. “If your score is 
below 23, this probably reflects positive feelings about your ability to be effective in your work. 
If you score above 41, you may wish to think about what at work makes you feel like you are not 


effective in your position.”®” 


Stamm’s final comments are regarding secondary traumatic stress (STS), the symptoms 
of which are usually associated with a particular event and are often rapid in onset. “If your score 
is above 41, you may want to take some time to think about what at work may be frightening to 
you or if there is some other reason for the elevated score and examine how you feel about your 
work and your work environment.”*® This idea of secondary traumatic stress is particularly 
relevant to those working in hospice because they are constantly hearing about and being 


exposed to the suffering of others. 


Coping Mechanisms 


There are things that can help alleviate some of the stress associated with working in 
hospice. Researcher Mervyn Koh concluded that those individuals who had more coping 
mechanisms such as “physical well-being, clinical variety, having hobbies, transcendental 
meditation, having passion for one’s work, remembering patients and organizational activities” 

8° Stamm, “ProQOL.” 
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had less burnout.*? Another study looked at the relationship between social support, satisfaction 
with work-family balance, and psychological distress among hospice nurses. This study 
evaluated 90 nurses working in hospice and determined that their “social support in the 
workplace and their satisfaction with the balance between their work and family lives play a role 
in supporting their mental health and that hospice nurses may benefit from programs fostering 
the creation of workplace-based interpersonal relationships.””° It was also interesting to note that 
“Hospice nurses who are isolating from co-workers or who appear to be experiencing 
dissatisfaction with the balance between their work and family lives may be at greater risk for 


psychological distress, particularly depression.’””! 


Mindfulness 


Over the last several decades, one of the most significant areas of interest related to 
burnout and compassion fatigue has been the use of mindfulness and mindfulness-based 
interventions (MBIs). “This interest is reflected in the broader culture, with mindfulness 
programs making inroads into corporate training regimens, classrooms in educational systems, 
soldier preparedness and resilience training, and prison rehabilitation programs, among other 
areas.” Though often associated with various spiritual traditions, such as Buddhism, 


“mindfulness practices are not limited to this tradition and may instead be viewed as ‘an inherent 


8° Koh, et al., “Burnout,” 633. 

°° Barnett, et al., “Satisfaction with Work-Family Balance,” 187. 

°! Barnett, et al., “Satisfaction with Work-Family Balance,” 192. 

*»? Joanne Cacciatore, Kara Thieleman, James Osborn, and Kelly Orlowski, “Of the Soul and 
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human capacity’ that exists independent of spiritual traditions.”?? Researchers have attempted to 
take some of the practices developed in the spiritual traditions and adapt the approach to the 
behavioral sciences. In the 1990’s research began with the Stress Reduction and Relaxation 
Program, developed by Jon Kabat-Zinn at the University of Massachusetts Medical Center and 
was used to help patients with chronic pain to self-regulate and reduce the intensity of pain 
during mindfulness meditation. Now, this standardized approach, is known as mindfulness-based 


stress reduction (MBSR).”* 


What exactly is mindfulness? There are a variety of definitions. Kabat-Zinn explains 
mindfulness as “the awareness that emerges through paying attention on purpose, in the present 
moment, and nonjudgmentally to the unfolding of experience moment by moment.””> He goes on 
to state that mindfulness can be considered as “‘a coherent phenomenological description of the 
nature of mind, emotion, and suffering and its potential release, based on highly refined practices 
aimed at systematically training and cultivating various aspects of mind and heart via the faculty 
of mindful attention.”’° Scott Bishop and colleagues developed an operational definition of 
mindfulness that has two components: 1) “the self-regulation of attention so that it is maintained 
on immediate experience” and 2) “adopting a particular orientation towards one’s experiences in 
the present moment, an orientation that is characterized by curiosity, openness, and 


acceptance.”’ From this explanation, Joann Cacciatore and colleagues concluded that 


°3 Cacciatore, et al., “Of the Soul and Suffering,” 270. 

*4 Cacciatore, et al., “Of the Soul and Suffering,” 270. 

°° John Kabat-Zinn, “Mindfulness-based interventions in context: Past, present and future,” 
Clinical Psychology: Science and Practice 10, no. 2 (2003), 145. 

°© Kabat-Zinn, “Mindfulness-based interventions in context,” 146. 
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mindfulness is “both an action in which one chooses to engage (e.g., paying attention, self- 
regulating, cultivating a certain view of life) as well as the fruit of such action in one’s life (e.g., 


a special mode of perception or a different orientation towards one’s experience).””® 


Susan Bauer-Wu defines mindfulness as “essentially seeing and experiencing things as 
they are, using all senses while also being aware of thoughts, emotional tones and reactions as 
they are without judging them as good or bad, right or wrong” and that this quality of “being 
mindful is cultivated by mental training or practices such as mindfulness meditation.””’ She 
states that “Mindfulness involves intentionally bringing awareness to present-moment experience 
with an attitude of openness and curiosity.”!” It is Bauer-Wu’s goal to have “mindfulness infuse 
one’s way of being in and relating to the world in everyday life” and her contention is that 
mindfulness is “developed and sustained through regular, ongoing meditation practice.”!°! Andy 
Ho expands on this concept and explains the importance of the practice as it relates to the 
population targeted in this DMin project, those who work with death and loss on a consistent 
basis, stating: “Mindfulness requires individuals to practice a concentrated focus on the present 
moment, to immerse oneself in his or her immediate experience, and to be freed of the 
destructive thoughts of future worries and past regrets, so as to attain greater clarity, self- 
acceptance, and ultimately an enhanced compassion for self and others.”!°” Such a lofty goal is 


not always easy to attain within the healthcare setting. 


*8 Cacciatore et al., “Of the Soul and Suffering,” 270. 

°° Susan Bauer-Wu, “Mindfulness Meditation,” Oncology 24, no. 10 (2010): 36. 
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Mindfulness Meditation 


I turn now to the integration of mindfulness with meditation. Mindfulness practices in the 
West have their origins in vipassana (meaning “‘insight”) practices from India or Hinduism 
which emphasize paying attention to experiences in the present moment and create “a sense of 
spaciousness that allows a person to respond mindfully rather than habitually to different 
experiences” with the explicit purpose of becoming attuned to one’s experience of reality.!°? We 
learn from Susan Bauer-Wu that there are two general styles of mindfulness meditation practice: 
1) Focused attention, which “involves deliberately focusing attention on a neutral point of 
awareness, like the sensations and rhythm of breathing; and 2) Open monitoring (or choiceless 
awareness), where “one receptively notices whatever comes into one’s field of awareness, which 


ultimately facilitates acuity of experience and recognition of mental and emotional habits.”!™. 


What is it that produces the benefit from mindfulness meditation? What is going on in the 
brain and in a person’s body when one is engaged in mindfulness meditation? Once again, we 
learn from Susan Bauer-Wu that mindfulness meditation is a type of mental training that “works 
because of neuroplasticity . . the brain has the ability to change its structure and function 
depending on what neural circuitry is used” and that “mindfulness training has been shown to 
strengthen regions of the brain associated with attention and executive function, inter-oception 
(ability to perceive internal body sensations), and mental flexibility” while also attenuating 


“activity in the amygdala (limbic area of the brain associated with fear).” !°° 


'03 Cacciatore, et al., “Of the Soul and Suffering,” 269. 
104 Bauer-Wu, “Mindfulness Meditation,” 37. 
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Does a person need to engage in mindfulness meditation for years before this type of 
benefit can be seen in the brain? The answer is no. If that is what was required, this would not be 
a very practical modality for most people. What is the benefit to people who have never engaged 
previously in meditation? Chuan-Chih Yang and colleagues conducted an 8-week study of 
mindfulness meditation training in meditation-naive subjects to investigate structural and 
functional brain network changes involving the default mode network (DMN). Their 
encouraging findings showed “overlapping structural and functional effects in precuneus, a 
posterior DMN region, where cortical thickness increased and low-frequency amplitudes (ALFF) 
decreased, while decreased ALFF in left precuneus/posterior cingulate cortex correlates with the 
reduction of (CES-D) depressive scores.'°° The practical implication of this very intense 
scientific discussion is that mindfulness meditation, even in those who have never engaged in it 
before, affects the anatomy of the brain and has very measurable effects on improving mood and 
anxiety. This benefit can be seen in as little as 40 days. The benefit of mindfulness meditation is 
not merely something that occurs anatomically in the brain. From a psychological perspective, 
mindfulness meditation promotes more balanced emotions, and in doing so can “impact a 
cascade of neuroendocrine and immune processes, including down-regulation of the sympathetic 
nervous system and the hypothalamic-pituitary-adrenal axis” resulting in “decreased 
cardiovascular reactivity, lower levels of stress hormones and inflammatory markers, and 


improved immune function.”!°7 
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It is important to see the connection between compassion fatigue, burnout, and the use of 
meditation. Klimecki and Singer report that research in mindfulness and loving-kindness training 
has shown “beneficial effects on the mental and physical health of those who practice it” 
particularly related to improving markers of immune function, reducing negative affect and 
stress, decreasing illness symptoms, and increasing positive affect. while at the same time, 


decreasing perceived stress and promoting self-compassion.'°* The authors conclude that: 


certain forms of meditation offer effective ways of circumventing 
compassion fatigue in caregivers by promoting an attitude of empathic 
concern and compassion that is associated with a skillful use of adaptive 
emotion-regulation mechanisms and a clear self-other distinction that 
makes ones less vulnerable to the repeated experience of distress and 
suffering.!” 


108 K limecki and Singer, “Empathic Distress Fatigue Rather Than Compassion Fatigue?” 379. 
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Chapter 5 


The Project 


I began this project with informal discussions with select members of the Kauai Hospice 
staff to determine if burnout or compassion fatigue was an issue within the organization. As one 
of the newer employees I was not aware of the background of the other staff members or 
challenges they might be facing. Without revealing specifics names or situations, discussions 
with the Executive Director, the Director of Nursing, and the Quality Assessment and 
Performance Evaluation Coordinator revealed their impression that burnout and compassion 
fatigue were real issues for certain current employees. I was also able to determine that, apart 
from having some general comments made at staff meetings regarding ways to prevent burnout 
or compassion fatigue, no formalized program had ever been instituted. Further discussions with 
nursing and social work staff regarding the prospect of dealing with this issue for my DMin 
project was met with positive feedback. I determined that there was a significant interest in 
pursuing a project which would use mindfulness meditation to address the issues of burnout and 


compassion fatigue within the organization. 


Having reached this conclusion, the questions to be answered first were: 1) what type of 
meditation practice would be used? 2) how would this practice be implemented? and, 3) what 


tools would be used to measure baseline characteristics and end of study results? 


Mindfulness Meditation Smartphone Application 


Initially I considered teaching mindfulness meditation practices to the staff myself, either 


individually or in a group setting. My reluctance to do this was based in the fact that I had little 


4] 


experience with meditation and did not feel qualified to instruct others in the practice. There was 
also the logistics of trying to get multiple staff members, who already had schedules which were 
difficult to manage, to find additional time for the needed training. Preliminary research into 
mindfulness meditation revealed that “supportive and uniquely tailored workplace programs that 
provide training in self-regulation and stress management strategies are needed to offset the 
emotional demands associated with caring.”!!° This is particularly true for healthcare providers 
who may not be working in an institutional setting, such as those who work for Kauai Hospice. 
Rebecca Lehto points out that “Because of challenges associated with feasibility and access to 
traditional on-site meditation training programs for busy healthcare providers, there has been 


increased interest in the exploration of technology-mediated delivery strategies.”!"! 


Of particular interest to me for this project was “the use of smartphones and 
commercially available apps that promote self-care and healthy behavior and provide an 
opportunity to broaden access of supportive services.”!!* This can be a significantly useful tool 
because of the almost universal use of smartphones. Furthermore, a “meta-analysis of some 
recent studies suggests that smartphone mindfulness and meditation apps improve psychological 
health and reduce depressive symptoms of low severity.”!!? One particular study examining the 


effect of a smartphone meditation app [M-App] among chaplains working in hospice who used 


'10 Janice Zeller and Pamela Levin, “Mindfulness Interventions to Reduce Stress Among 
Nursing Personnel: An Occupational Health Perspective,” Workplace Health & Safety 61, no. 2 
(2013): 86. 
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the app once to twice a day “reported lower emotional exhaustion and depersonalization and 
higher personal achievement and resilience.” '!* The use of a portable devise is particularly 
useful in the group being studied because they spend a great deal of time in transit and in 
people’s homes and have limited time available to pursue more traditional meditation practices at 
a fixed location. In addition, “self-practice or home practice is a crucial variable in determining 


meditation impact.”!!> 


A brief internet search for available Smartphone meditation apps showed that two of the 
most popular are “Headspace” and “Calm.” Upon further evaluation, although they both provide 
guided meditations and teach the essentials of meditation in just minutes a day, the significant 
drawback from my perspective was the cost. Initial advertising for the apps claims that you may 
“Download for Free” which is only for one week — afterwards both apps are $13 to $15 per 
month or about $70 a year.!'!© There was no available funding from Kauai Hospice to pay for the 
app, and I did not feel that it was appropriate to ask study participants to be responsible for the 
cost. Although I considered momentarily funding the project myself, this did not seem like a 
practical alternative. Therefore, I began to research apps that might indeed be free, or to find 


some other way to cover the cost. 


114 Pandya, “Meditation app alleviates burnout and builds resilience.” 
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I found an app called “Healthy Minds” developed by Healthy Minds Innovations, Inc., 
which described a workplace meditation program, “Healthy Minds @ Work.”''” Additional 
information on their website described how the organization “was started in 2014 by world- 
renowned neuroscientist Dr. Richard Davidson” and is “a nonprofit affiliated with the Center for 
Healthy Minds at the University of Wisconsin-Madison driven by a mission to translate science 
into tools to cultivate and measure well-being.”!!® I reached out to the company to inquire about 
the program. I was informed that there was a significant cost, about $500, to enroll each person 
in the “Healthy Minds @ Work” program. This, of course, was even more out of the question. 
However, because of the COVID-19 pandemic, this non-profit organization had just begun 
offering the app for free to anyone who signed up using their special website, 


tryhealthyminds.org. 


Dr. Davidson explains on their website that in 2020, the Healthy Minds Program App 
became donation-based because “of the generosity of our donors and the guiding principle to put 
our well-being tools in the hands of as many people as possible, not just a few. I really feel a 
moral calling [to help people develop well-being as a skill], because I feel most people would 


agree that the trajectory we’ve been on is not a particularly healthy or sustainable one.” ''? 


I signed up for the free app and began using it daily myself. There are several features of 
the app which I really found beneficial. At the outset, there is some basic information provided 


on the concept of meditation in the “Foundations” section regarding awareness, connection, 


17 “Well-Being Tools Overview,” Healthy Minds Innovations, accessed March 1, 2020, 
https://hminnovations.org/about. 
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insight and purpose. A brief description of each of these areas is provided at the beginning of 
each section. For awareness, the user is informed that “Stable awareness allows us to notice our 
own thoughts, emotions, and impulses. It helps us to maintain a sense of inner balance, to be 
focused at work, and be fully present in relationships.” !° Regarding connection, the app points 
out that “Positive connections help us to have healthy relationships, to see the best in ourselves 
and others and to reduce bias by extending kindness and compassion beyond the confines of a 
limited group of friends and family.”!*! The next section of the app is focused on insight. “Clear 
insight enables us to understand how the mind works, to see how thoughts and emotions 
influence the way we see the world, and to use challenges and adversity as opportunities for 
growth and understanding.”!”” The final section deals with purpose. “Deep purpose gives us the 
ability to keep our most deeply held values front and center in our life, relationships, and at 
work. It helps us to see the bigger picture and focus on the most important things in our lives.”!79 
Within each of these sections, there are daily practice and learning sessions. The practice 
sessions allow the user to select the amount of time a person wants to spend in the session, 


between 5 to 30 minutes. The app is designed with the intention that users will follow the 


sequence suggested and not jump around out of order. 


The person using the app can choose the style of practice that works best for them, with 
options for either sitting meditations with eyes closed, or active practices that can be done with 
eyes open, walking or engaged in any other activity. There is a section on the app which allows 


the user to do a single practice depending on the needs of the moment, such as for calm, clarity 


120 Healthy Minds Innovations, “Healthy Minds Program App,” 2020 Version 6.2.0, accessed 
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or compassion. There are also some beneficial practices that can be engaged in while 
commuting, exercising, or preparing to fall asleep. Although it is no longer in the current version 


of the app, initially there were specific meditations related to the COVID-19 pandemic. 


The lessons and meditation practices are taught by leading scientists and meditation 
teachers in a podcast-style format. There is also a function which periodically measures the 
meditator’s well-being and records the results in an individual profile report, using a bar graph to 
note progress in the areas of awareness, connection, insight and purpose. The final feature of the 
app keeps track of the total number of days a person has used the app, as well as a record of the 
total number of practice and learning sessions, including the total amount of time spent in each 
endeavor. For those with a self-competitive nature, the app also records the longest “streak” in 


terms of days without missing a practice. 


After having my own personal experience with the app, and realizing how user-friendly it 
was, I chose “Healthy Minds” as the app for the study. Later, I learned that that the app has been 
tested in clinical trials in 2020. The first 8-week randomized controlled trial conducted by 
scientists at the University of Wisconsin-Madison, Center for Healthy Minds on the Healthy 
Minds Program concluded that: “Overall, study participants found reduction in their stress by 


28%, symptoms of depression by 24% and anxiety by 13%.”!4 


Over the years, Dr. Davidson has been involved in a great deal of research regarding 
contemplative practices. “Modern neuroscience has discovered that the brain is constantly 
changing in response to experience, a principle known as neuroplasticity. Meditation and other 


practices that train the mind harness this capacity, leading to changes in the way the brain 


124 Healthy Minds Innovations, “Well-Being Tools Overview.” 
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functions and even in the physical structure of the brain. Research in this area has shown that 
training the mind in this manner has far reaching benefits, improving psychological well-being, 
bolstering physical health, and producing more altruistic, caring behavior.”!*> Additional 
research summarized on the Healthy Minds Innovations website claims that the benefits of 
training the mind through meditation to be fourfold: 1) increased focus; 2) more compassion; 3) 


less stress, more resilience; and 4) better health. !*° 


In an article published in Nature Neuroscience in 2012, Davidson and his colleagues 
“studied functional brain alterations with compassion meditation in expert practitioners who 
have been meditating for more than 10,000 hours over the course of their lifetime, compared 
with novices who were just beginning to meditate.”!”’ During a mental practice explicitly 
designed to enhance compassion, practitioners showed enhanced gamma oscillations and gamma 
synchrony compared with controls and enhanced BOLD (blood oxygenation level development) 
signal detection with functional MRI in response to emotional sounds in brain regions including 
the insula and temporoparietal junction that have previously been implicated in previous studies 
of empathy. The increase in gamma oscillations and gamma synchrony might reflect its role in 
synaptic plasticity and suggest a general enhancement of synaptic plasticity through this form of 


mental practice. !”8 
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The website also sites a study which concludes that “Meditation has been shown to 
enhance compassion and promote altruistic behavior.”!? Of particular importance to the subject 
of burnout and compassion fatigue, is their assertion that “meditation training improves an 
individual’s ability to cope with stress” and thus increase resilience. !*° Finally, Dr. Davidson’s 
cohort provides a connection between meditation and a person’s health stating that “Meditation 
and mindfulness-based training programs have been shown to impact immune system 


functioning and may help treat chronic health conditions.”!?! 


Institutional Review Board 


Since this project includes human subjects, acceptance by an Institutional Review Board 
(IRB) was required. After receiving written permission from the Executive Director of Kauai 
Hospice to proceed with the concept, I submitted the IRB protocol to the IRB chairperson at 
Claremont School of Theology on April 1, 2020 [See Appendix 1]. To protect participant’s 
safety and privacy, numerical codes were used on data collection instruments rather than 
identifying information such as names or initials. This proved to be an effective method for 
protecting the confidentiality of the research participants. During the study, the information 
collected was kept in a locked file cabinet drawer in a locked office when not in use and only this 
author had access to this data. No personal identifying information was used in any part of this 
written report for the DMin project. No persons involved in the study had access to other 


participant’s data collection information. 
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Project Initiation 


After receiving IRB approval, I made a formal presentation about the project at a Kauai 
Hospice staff meeting and provided a flyer to all employees describing the basic design and 
implementation. All currently employed staff members were required to attend the May 27, 2020 
meeting, however, due to the physical restrictions related to the COVID-19 pandemic, only 10 
staff members were able to be physically present. All others participated via ZOOM 
conferencing. A series of slides provided by Healthy Minds Innovations was used in the 
presentation which included a brief review of the organization founded by Dr. Richie Davidson 
and the guiding principles behind the development of the Healthy Minds App. The scientific 
framework for understanding how human flourishing can be nurtured is used in the app and 
focuses on awareness, connection, insight, and purpose, which research has shown “are related to 
specific networks in the brain and can be strengthened through meditation and other forms of 


mental training.” !* 


The DMin project was presented to the staff with an explanation of the voluntary 
participation, informed consent process, 8-week timeframe for the study, and the method of 
contact if participation was desired. After indicating a desire to participate, an appointment was 
scheduled for signing of the consent and completion of the baseline evaluations. It was also 
explained that participants should not download the app on their own and begin the meditation 


process until they had completed the signing of the consent and baseline evaluations. The entire 


'32 Cortland Dahl, Christine Wilson-Mendenhall, and Richard Davidson, “The Plasticity of 
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presentation lasted only about 20 minutes. Immediately following the meeting, I was contacted 
by several staff members to express their interest in participation. Scheduling of the initial 


appointments began the same day. 


I began to meet individually with those who were interested in the study and explained 
the informed consent. Because of work responsibilities and personal schedules, it took two 
weeks to meet with all interested staff members. Once they had consented to participate, I 
provided them with the pre-project assessment tools to measure their current levels of burnout 


and compassion fatigue. 


The first assessment tool to be administered was the Maslach Burnout Inventory-Human 
Services Survey (MBI-HSS) which looks at the areas of emotional exhaustion, depersonalization 
and lack of personal accomplishment, all contributing factors to burnout. I received permission 
from Mind Garden, the agency which controls the copyright, to print up to 50 copies of the 
instrument. Although additional permission was granted for the Educators Survey, the General 
Survey and the General Survey for Students, I only used the Human Services Survey. “The 
purpose of this survey is to discover how various people working in human services or the 
helping professions view their job and the people with whom they work closely.”!** The survey 
uses the term recipients to describe the people to whom services are provided. I instructed the 
participants to substitute patient in each of these circumstances. When answering this survey, 
participants were asked to read each of the 22 statements about job-related feelings and to decide 
if they ever felt that way about their own job. If they never had the feeling, they were to write in 


“0” (zero). If they did have the feeling, they were to indicate how often they had the feeling 


133 “MIBI-HSS,” Mind Garden, accessed May 24, 2020, https://mindgarden.com/314-mbi- 
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using a scale of 1-6, with 1 = a few times a year or less, 2 = once a month, 3 = a few times a 
month, 4 = once a week, 5 = a few times a week or 6 = every day. Before giving them the 
instrument, I reviewed a sample statement, to make sure they understood the scoring. Because of 
the copyright limitations, I am only able to include three questions in the written report of this 
project, so as not to compromise the integrity and value of the test. “Any other use must receive 
written permission from Mind Garden. The entire instrument form may not be included or 
reproduced at any time in any other published material.”!** They are: 1) “I feel emotionally 
drained from my work,” 2) “I have accomplished many worthwhile things in this job,” and 3) “TI 


really don’t care what happens to some recipients.”!°° 


Next, the Mindful Self-Care Scale (MSCS) [see Appendix 3], which helps individuals 
identify areas of strength and weakness in mindful self-care, as well as to assess interventions 
that serve to improve self-care, was administered. The study participants were asked to reflect on 
the frequency (how much or how often) they engaged in a particular behavior during the 7 days 
prior to completing the assessment, and to circle the number corresponding to that frequency: 1 
(never), 2 (rarely — 1 day), 3 (sometimes — 2 or 3 days), 4 (often — to 5 days), or 5 (regularly — 6 
to 7 days). There were 6 items related to mindful relaxation, 8 items for physical care, 6 items for 
self-compassion and purpose, 5 items for supportive relationships, 4 items for supportive 
structure, and 4 items for mindful awareness. After the participants indicated the frequency, 
scores were totaled for each section, then the average score was calculated by dividing the total 


score by the total number of items in each section. There were three additional questions at the 


'34 Mind Garden, letter to author, May 21, 2020. 
'35 Mind Garden, letter. 
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end of the survey which were scored independently and not averaged. All of the results were 


listed on the Total Score Summary on the last page. 


Finally, the Professional Quality of Life Scale (PROQOL) version 5 was administered 
[See Appendix 2]. This is a self-administered tool where individuals apply a numerical score to 
various feelings experienced within the 30 days prior to taking the test (1=Never, 2=Rarely, 
3=Sometimes, 4=Often and 5=Very Often). There are 30 questions which collectively address 
the areas of compassion satisfaction, burnout, and secondary traumatic stress. Scores are 
stratified to reflect low, moderate, or high levels of these parameters. Basically, those individuals 
who score low on compassion satisfaction and high on burnout and secondary traumatic stress 
would be at greater risk than those scoring high on compassion satisfaction and low on burnout 


or secondary trauma. 


Initially, the project proposal intended that participation would require a score indicative 
of compassion fatigue risk in at least one of the categories. This would have included either a 
low or moderate level of compassion satisfaction, a moderate or high burnout level, or a 
moderate or high level of secondary traumatic stress. Those individuals who had high levels of 
compassion satisfaction and low levels of burnout and secondary traumatic stress would not have 
been eligible for the project but would be encouraged to engage in mindfulness-based practices 
on their own to help maintain the levels they have. After further consideration and so as not to 


limit the number of participants in the study, this constraint was eliminated. 


Enrollment of subjects was carried out between June | through June 25, 2020. A total of 
24 staff members signed consents and completed the baseline evaluations. The Healthy Minds 


app was downloaded by each participant and a brief explanation of the various screens and 
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features was explained. Participants were given the opportunity to ask questions and encouraged 


to reach out either by phone, text or email if they encountered any problems using the app. 


All training was completed by the last week of June 2020. Participants were required to 
begin engaging in mindfulness meditation within 2 weeks of completing the Smartphone 
application training. The minimum recommended time for mindfulness meditation was to be at 
least 20 minutes per day, during the 8 weeks of the project. The actual use of the mindfulness 
application occurred during June and August. After a participant had completed the 8 weeks, the 
same MBI-HSS, MSCS and PROQOL assessment tools were administered again. During this 
final encounter with the participants, data from their “Snapshot” portion of their “Profile” on the 
Healthy Minds app was captured. This information included the total number of days they used 
the app, the number of practice and learning sessions they engaged in, and the total amount of 
time spent in each of these endeavors, calculated in hours. I also recorded their “longest streak” 
or the number of days they went without skipping a mindfulness meditation practice. In addition, 
I recorded information from the “Report” section which provided dates and a bar graph showing 
the results of the periodic assessments looking at awareness, connection, insight, purpose. I also 
asked a series of questions to gather additional insight into the actual use of the app. These 
questions included: 1) Would you recommend this app to someone else? 2) Did this app help you 
deal with stress from work? 3) Will you continue to use this app? 4) What was the biggest 
obstacle to doing this practice? And 5) What was the biggest benefit from this practice? Pre- and 
post-project evaluations were compared, noting any trends towards improvement. Analysis was 
made to determine if there is any connection between the amount of time spent in mindfulness 


mediation and improvements in the scores. Due to the limited number of participants based on 
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the current staffing levels, it was doubtful that this small sample size would result in statistical 


significance. 


After all the participants had completed the 8 weeks, a focus group was held to determine 
the user’s perception of the application and ease of use within the clinical setting. The focus 
group was held at our regularly scheduled staff meeting on August 19, 2020 with only 10 people 
in the room and all others on ZOOM (to comply with COVID-19 restrictions). Overwhelmingly, 
the staff reported participation in the study as a positive experience. A few participants reported 
frustration with some technical difficulties with the app, such as having the record of their 
previous practice disappear when they logged on again, which necessitated repeating the session. 
When participants were prompted by the app to complete an evaluation (about every 4 weeks), it 
would occur during an inconvenient time to complete the survey. Although they were informed 
that they could complete it later, the app never prompted them again to do the survey. This 
became an issue in trying to have complete sets of data for all those enrolled in the study. An 
interesting complaint was related to the various speakers on the app; generally, two men and one 
woman. A majority of participants did not find the woman’s voice as easy to listen to as the 
men’s voices. Some participants, particularly those who had a great deal of experience with 
meditation prior to using the app found that some of the preliminary sessions were too basic for 
them and had difficulty sustaining interest in the beginning because of that. Once they 
progressed to other sections, they found the learning and practice sessions more worthwhile. A 
couple of the nurses complained that because they use their phones all day to communicate with 
patients, family and other staff members, they found the technology of using a phone to meditate 
counter-intuitive, and as a result often did not do the sessions. The greatest obstacle was busy 


work schedules and the limitations of time. Even though participants were encouraged to do 
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twenty minutes per day, some people reported that they “could not even find one minute out of 
the day” to engage in the practice. My initial thought is that these are exactly the people who 
might be at risk for burnout and therefore, need an intervention to break the cycle of busyness in 


their lives. 


Data Analysis 


Of the 24 staff members who signed informed consents to participate in the study, 13 had 
previous meditation experience, of varying degrees, and 11 participants were meditation naive. 
The explanation given most often for those who had never meditated was that, though they had 
heard about meditation, they had previously never given it any thought as a practice relevant for 
their own lives. The average number of years working in hospice was 8.75 years, with the range 
being from 4 months to 30 years. A third of the participants had greater than 10 years of hospice 


experience. 


By the end of the 8-week study period, two employees had ceased employment due to life 


changes. Ultimately, there were 22 evaluable participants in the study. 


Participants were asked to use the app for 8 weeks, or a total of 56 days. Exit interviews 
showed that the average use of the app was 31 out of the 56 days, with only 2 participants using 
the app for greater than 50 days. The longest “streak” or number of days using the app without 
missing a day, was 43 days. The range for most of the other participants was from 0 (zero) to 31 
days. One participant never used the app but chose to continue with the evaluations, so that data 
is included in the calculations. The average number of meditation practice sessions engaged in 


was 42, with a range from 0 (zero) to 131. Total time spent in meditation practices averaged 5.3 


D2 


hours, with a range of 0 (zero) to 21 hours. The average number of learning sessions listened to 
was 27, with a range from 0 (zero) to 86. The average amount of time spent listening to the 


learning sessions was 1.7 hours, with the range from 0 (zero) to 7 hours. 


There were three measurement tools administered at the beginning and at the end of the 
study. The first was the Masloch Burnout Inventory — Human Services Survey which looks at the 
areas of emotional exhaustion, depersonalization and personal accomplishment, using a scale of 
0-6. The baseline average for the emotional exhaustion subscale was 2.0, at the end of the study 
the average was 1.8, a slight improvement. This indicates that the participants experienced events 
associated with emotional exhaustion between a few times a year to less than once a month. The 
baseline average for the depersonalization subscale was 0.8. At the end of the study the average 
was ().6; again a slight improvement. This indicates that participants experienced events that led 
to depersonalization less than a few times a year or never. The baseline average for the personal 
accomplishment was 5.1. At the end of the study the average was 5.2. This indicates that 
participants experienced events associated with personal accomplishment greater than a few 


times a week, with some reporting everyday occurrences. 


The Professional Quality of Life Scale (PROQOL) measures levels of compassion 
satisfaction, burnout, and secondary traumatic stress. The baseline evaluation showed that 16 
study participants had high levels of satisfaction and 6 participants had moderate levels of 
satisfaction. At the end of the study 17 participants reported high levels of compassion 
satisfaction, and 5 had moderate levels. In neither of the evaluations did any participants report 
low levels of compassion satisfaction. The baseline evaluation showed that 16 participants 
reported low levels of burnout, and 6 reported moderate levels. At the end of the study, although 


individual reporting differed, the levels remained the same, with 16 reporting low levels of 
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burnout and 6 with moderate levels of burnout. In neither of the evaluations did any participants 
report high levels of burnout. The baseline evaluation showed that 17 participants experience low 
levels of secondary traumatic stress, and only 5 reported moderate levels. At the end of the study 
the results were similar, with 16 participants reporting low levels of secondary traumatic stress 
and 6 reporting moderate levels. In neither of the evaluations did any participants report high 


levels of secondary traumatic stress. 


The Mindful Self-Care Scale (MSCS) helps to identify participants strengths and 
weaknesses in mindful self-care and assess interventions that may serve to improve self-care. It 
looks specifically at 6 different areas, with some additional general questions. Baseline 
evaluations for mindful relaxation averaged 3.6, and 3.7 at the end of the study. This indicates 
that participants engaged in activities that benefited mindful relaxation sometimes or often in the 
previous 7 days. Baseline evaluations for physical care averaged 3.2, and 3.4 at the end of the 
study, indicating a sometimes or often engagement in activities related to physical care in the 
previous 7 days. Self-compassion and purpose scores averaged 3.8 at baseline, and 4.0 at the end 
of the study, indicating a similar sometime or often engagement in these types of activities. 
Supportive relationships had the highest averages, with 4.4 at baseline, and 4.5 at the end of the 
study. This indicated that participants were mindful of their relationships often or regularly in the 
previous 7 days. Scores for supportive relationships averaged 4.1 at baseline and 4.2 at the end of 
the study, indicating that participants often engaged in activities to benefit the structure in their 
lives. Baseline averages for mindful awareness were 3.9, and 4.2 at the end of the study showing 
a slight improvement of awareness from sometimes to often. Participants engaged in a variety of 
self-care activities on an average of 3.9 at baseline and 4.2 at the end of the study. Planning self- 


care averaged 3.7 at baseline and 3.9 at the end of the study. Exploring new ways to bring self- 


of 


care into their lives had the lowest averages, with 3.3 at baseline and 3.4 at the end of the study, 


indicating that they only did this sometimes. 


Questions asked at the end of the study revealed that 18 out of 22 participants would 
recommend the app to others. Seventeen out of 22 felt that the app helped them to deal with 
stress from work, and 17 out of 22 planned to continue using the app, at least occasionally. The 
biggest obstacle participants faced was finding the time to do the meditations. For those with 
families or in relationships, finding time alone to dedicate to themselves was a challenge. Several 
participants did not like using a phone for meditation because it made the experience feel like 
work. Even for those with limited use of the app, benefits were reported related to decreased 
anxiety, increased calm, focus and awareness, as well as using the app to aide them in falling 
asleep. One participant’s family, not knowing the person was involved in the study and doing 


meditation, remarked, “You are really chill!” 


There were some technical challenges with the app. Sometimes sessions would be 
completed but not be synchronized by the app and the participant would have to do them again. 
There was also some difficulty with the self-reporting assessments regarding awareness, 
connection, insight, and purpose. Assessments should have been taken about every 30 days. 
Although the app would indicate that it was time to do the assessment, sometimes it was not a 
convenient time for the user and they would skip it, intending to complete it later. However, it 
was difficult to find the assessment tool on the app so most participants did not complete them. 


Therefore, sufficient data was not available to make this part of the study evaluation. 
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Chapter 6 


Conclusions 


The data analysis did not show any statistically significant changes in the parameters 
measured by the various assessment tools. This may be a result of the limited sample size (n=22) 
and the relatively short study period (8 weeks). There was, however, a definite trend towards 


improvement in all the areas measured by each of the assessment tools. 


At the conclusion of the study, the results of the Masloch Burnout Inventory Human 
Services Survey (MBI-HSS), when compared to baseline, showed an average decrease in both 
emotional exhaustion (2.0 to 1.8) and depersonalization (0.8 to 0.6), while showing a slight 
average increase in the feelings of personal accomplishment (5.1 to 5.2). In addition, the results 
of the Professional Quality of Life Scale (PROQOL) showed that at baseline none of the 
participants had low levels of compassion satisfaction, while 16 out of 22 had high levels of 
compassion satisfaction. By the end of the study there were still no reports of low levels of 
compassion satisfaction and an improvement to 17 out of 22 participants reported high levels of 
compassion satisfaction. Levels of secondary traumatic stress as measured by the PROQOL were 
low at baseline in 17 out of 22 participants and were similar at the end of the study with 16 out of 
22 reporting low levels. No participants at any point in the study reported high levels of 


secondary traumatic stress. 


The most significant improvements were reported using the Mindful Self-Care Scale 
(MSCS), which showed by the end of the study that average scores increased from baseline in 
every area evaluated: mindful relaxation (3.6 to 3.7); physical care (3.2 to 3.4); self-compassion 


and purpose (3.8 to 4.0); supportive relationships (4.4 to 4.5); mindful awareness (3.9 to 4.2); 
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self-care activities (3.9 to 4.2); planning self-care (3.7 to 3.9); and exploring new ways of self- 


care (3.3 to 3.4). 


As a result of these findings, the author concludes that the use of a mindfulness 
meditation Smartphone application may be helpful in preventing burnout and compassion fatigue 
while increasing compassion satisfaction and resilience in hospice workers. In a multi-factorial 
approach to burnout, a smartphone application may be a useful tool for those who are willing to 
dedicate themselves to its use. It is significant to note that these results were achieved during a 
period that included some of the most challenging months of the COVID-19 pandemic, when 
many experts anticipated burnout to increase. These results were also achieved even though none 
of the participants achieved maximum time usage of the application. It is obvious that making 


time to participate in a mindfulness meditation practice is the greatness challenge. 


Areas of future study might include examining the use of different mobile apps to see if 
there is any benefit of one over the other. Other methods of engaging hospice workers in 
mindfulness meditation practices, without the use of a phone app, could also be studied. Finally, 
in future research it might be helpful to find ways to encourage participants to make time for the 


meditation practices to achieve maximum benefit. 


Additional Comments 


People choose to work in end-of-life care for a variety of reasons. They may have been 
impacted by the deaths of their own family members or friends. Others see the significant 
contribution they can make to people’s lives. It is, however, not for everyone. Particularly, living 


on an island like Kauai, there is a limited pool of potential workers to meet the needs of the 
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patients we serve. With each passing year, more people are becoming aware of hospice services 
and choosing it as part of their end-of-life care. As the census at Kauai Hospice increases, there 
will be a need for additional staff. It is therefore important that those employees at risk for 
burnout and compassion fatigue receive adequate training and support to keep them emotionally 
and psychologically stable. This will help in employee retention for the long term. It is also true 
that staff members who are experiencing burnout or compassion fatigue are not functioning at 
their best, and thus, not providing the best care. Patients and families may be negatively affected 
by the actions of a staff member who is experiencing burnout or compassion fatigue. If we desire 
to provide an excellent level of care to all patients and families, a mindfulness meditation 
program, whether it be one using a smartphone application or through some other means, has 


benefit to patients, families, and staff. 


This project had specific boundaries or limitations. It concerned itself primarily with 
clinical employees associated with Kauai Hospice (nurses, social workers, and chaplains). It did 
not include volunteers and only a few administrative staff participated. It also did not include 
staff members from hospitals or long-term care facilities on the island where we serve hospice 
patients. These employees are undoubtedly subject to burnout and compassion fatigue, but it was 
not within the scope of this project to include them. There are a variety of factors which impact 
burnout and compassion fatigue, and a complete approach to these issues must be multi-factorial 
to adequately deal with all of them. Particular attention was not paid to ways of improving 
supportive relationships in and outside of the workplace, improving diet/exercise, and sleep 
patterns, and other factors that affect physical well-being, except in the questions asked in the 
assessments. In addition, organizational issues which can negatively impact employees such as 


understaffing or the need for employees to work overtime, were not considered. There are a 
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variety of responses for dealing with burnout and compassion fatigue. Even within the 
framework of the mindfulness meditation response, there are many ways in which this program 
could have been implemented. It was not possible to address all the alternatives. The sole 
purpose of this project was to: 1) to assess the current level of burnout and compassion fatigue 
within Kauai Hospice; 2) to have participants develop a mindfulness meditation practice using a 
Smartphone application; and 3) to measure the level of burnout and compassion fatigue after the 


completion of the project. In those respects, the goal was successfully accomplished. 


In closing this author completely concurs with the arguments made by Klinger & Singer, 
as well as Frank Rogers, regarding the preferred change in terminology, away from compassion 
fatigue, in favor of empathic distress fatigue. In future discussions with colleagues, I will 
endeavor to use the term empathic distress fatigue rather than compassion fatigue. As previously 
highlighted, the dilemma we are all faced with is that most of the literature on this subject has 
not caught up to this understanding. In this paper I used the various terms interchangeably, 
depending on the source documentation referenced. Although this change in terminology will 
take time to be fully adapted, in my opinion it is important to elucidate the distinction and try to 


move the discussion forward in a more meaningful way. 
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APPENDIX 1 


Claremont School of Theology 


Informed Consent 


Consent to Participate in Research 


Identification of Investigator and Purpose of Study 


You are invited to participate in a research study, entitled “The use of a mindfulness meditation 
Smartphone application to decrease or prevent burnout and compassion (empathy distress) 
fatigue while increasing compassion satisfaction and resilience in hospice workers.” The study is 
being conducted by Walter Weiss under the supervision of Dr. Jack Jackson of Claremont 
School of Theology, 1325 N. College Ave., Claremont, CA 91711, jjackson@cst.edu, (407) 493- 
3036. 





The purpose of this research study is to examine the use of a mindfulness meditation Smartphone 
application by hospice workers. Your participation in the study will contribute to a better 
understanding of how to decrease or prevent burnout and compassion fatigue, and increase 
compassion satisfaction and resilience, You are free to contact the investigator using the 
information below to discuss the study. 


Walter Weiss 
Spiritual and Bereavement Care Coordinator, Kauai Hospice 


4457 Pahee Street, Lihue, HI 96766 (808) 977-8498 


You must be at least 18 years old to participate. 
If you agree to participate: 


e The activity you will be participating in will consist of listening to instructional 
presentations on mindfulness practices and engaging in guided meditations provided by 
the Smartphone application for a minimum of twenty minutes per day during the eight 
weeks of the study. 

e Your participation is intended to determine if the use of a mindfulness meditation 
application has any impact on burnout and compassion fatigue in hospice workers. 

e Your participation will consist in accessing a free mindfulness meditation application 
downloaded on to your Smartphone. You will be able to choose which instructional 
presentations and guided meditations you would like to engage each time you access the 
application and determine the amount of time you desire to spend on each one. You may 
complete the minimum of twenty minutes in one session or in divided sessions during the 
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day and may use the application for periods longer than twenty minutes if you desire. 
You will keep a log of the total amount of time spent using the application each day. 
Measurement tools quantifying levels of burnout, compassion fatigue, compassion 
satisfaction and resilience will be administered by the investigator prior to beginning the 
study and again at the completion of the eight weeks. A focus group will be conducted at 
the end of the study to assess the practical use of the Smartphone application. 

e You will not be compensated. 


The purpose of this study is to gain insight into practical theology, pastoral care and/or 
spiritual care. Participation in this study should not be regarded as —or substituted for— 
therapy by a licensed professional. 


Risks and Confidentiality of Data 


There are no known risks. There will be no costs for participating. Your name, email address and 
other personally identifiable information will be kept during the data collection phase. No 
personally identifiable information will be publicly released. Your personal information will be 
used solely for tracking purpose. The only research team member that will have access to the 
data during the data collection is the Principal Investigator, Walter Weiss. 


When the results of the research are published or discussed in conferences, no information will 
be included that would reveal your identity. If photographs, videos, or audio-tape recordings of 
your participation are used for educational purposes, your identity will be protected or disguised. 
Your information will be stored until May 31, 2021 and then destroyed by shredding. 


Participation or Withdrawal 


Your participation in this study is voluntary. You may decline to answer any question and you 
have the right to withdraw from participation at any time. Withdrawal will not affect your 
relationship with Kauai Hospice or Claremont School of Theology in any way. If you do not 
want to participate, you may simply stop participating. 


Contacts 


If you have any questions about the study or need to update your email address, contact the 
primary investigator, Walter Weiss at (808) 977-8498 or send an email to 

wweiss @kauaihospice.org, or contact the advisor Jack Jackson at (407) 493-3036 or email to 
jjackson @cst.edu. This study has been reviewed by Claremont School of Theology Institutional 
Review Board and the study number is 2020-0404. 


Questions about your rights as a research participant. 


If you have questions about your rights or are dissatisfied at any time with any part of this study, 
you can contact, anonymously if you wish, the chair of the Institutional Review Board at 
irb @cst.edu. 


Thank you. 
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SIGNATURE OF RESEARCH PARTICIPANT 


I have read the information provided above. I have been given an opportunity to ask questions 
and all my questions have been answered to my satisfaction. I have been given a copy of this 
form. 





Name of Participant 








Signature of Participant Date 





Address 








Phone Email 
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1=Never 


24. 


APPENDIX 2 
PROFESSIONAL QUALITY OF LIFE SCALE (PROQOL) 
2=Rarely 3=Sometimes 4=Often 5=Very Often 
I am happy. 
I am preoccupied with more than one person I [help]. 
I get satisfaction from being able to [help] people. 
I feel connected to others. 
I jump or am startled by unexpected sounds. 
I feel invigorated after working with those I [help]. 
I find it difficult to separate my personal life from my life as a [helper]. 
I am not as productive at work because I am losing sleep over traumatic 
experiences of a person I [help]. 
I think that I might have been affected by the traumatic stress of those I [help]. 
I feel trapped by my job as a [helper]. 
Because of my [helping], I have felt “on edge” about various things. 
I like my work as a [helper]. 
I feel depressed because of the traumatic experiences of the people I [help]. 
I feel as though I am experiencing the trauma of someone I have [helped]. 
I have beliefs that sustain me. 
I am able to keep up with [helping] techniques and protocols 
I am the person I always wanted to be. 
My work makes me feel satisfied. 
I feel worn out because of my work as a [helper]. 
Ihave happy thoughts and feelings about those I [help] and how I help them. 
I feel overwhelmed because my case [work] load seems endless. 
I believe I can make a difference through my work. 
I avoid activities or situations that remind me of frightening experiences of people 
I [help]. 
I am proud of what I can do to [help]. 
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(PROQOL Continued) 


———-+) 5, As aresult of my [helping], I have intrusive, frightening thoughts. 
___—26. ~——s«d feel “bogged down” by the system. 

ean I have thoughts that I am a “success” as a [helper]. 

28. I can’t recall important part of my work with trauma victims. 

29. I am a very caring prson. 


30. I am happy that I chose to do this work. 


© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and 
Fatigue Version 5 (ProQOL). www.progol.org. This test may be freely copied as long as (a) 
author is credited, (b) no changes are made, and (c) it is not sold. Those interested in using the 
test should visit www.progqol.org to verify that the copy they are using is the most current version 
of the test. 
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APPENDIX 3 
Mindful Self-Care Scale (MSCS) 


Circle the number that reflects the frequency of your behavior (how much or how often) 


within the past week (7 days): 


Never (0 days) = 1 Rarely (1 day) = 2 Sometimes (2-3 days) = 3 Often (4-5 days) =5 


Regularly (5-7 days) =5 


Reverse-Scored: 


Never (0 days) =5 Rarely (1 day) = 4 Sometimes (2-3 days) = 3 Often (4-5 days) = 2 


Regularly (5-7 days) = 1 


Mindful Relaxation (6 items) 

I did something intellectual (using mind) to help me relax) (eg., read a book) 

I did something interpersonal to relax (e.g., connected with friends) 

I did something creative to relax (e.g., drew, played instrument, wrote, sang) 

I listened to relax (e.g., music, podcast, radio, rainforest sounds) 

I sought out images to relax (e.g., art, film, window shopping, nature) 

I sought out smells to relax (lotions, nature, candles/incense, smells of baking) 


Total Average for Subscale = Total/# of items 


Physical Care (8 items) 

I drank at least 6 to 8 cups of water 

I ate a variety of nutritious foods (e.g., vegetables, protein, fruit, and grains) 

I planned my meals and snacks 

I exercised at least 30 to 60 minutes 

I took part in sports, dance or other scheduled physical activities 

I did sedentary activities instead of exercising (reverse scored) 

I planned/scheduled my exercise for the day 

I practiced yoga or another mind/body practice (e.g., tae Kwon Do, Tai Chi) ) 


Total Average for Subscale = Total/# of items 


— 


yu VY NY NY NY WY 
Ww Ww Ww Ww WwW Ww 


yu NY FF NY NY NY NY NY 


Wo WW Ww Ww Ww Ww Ww Ww 
- fF NY FF HF HK HL FF 


- Ff fF HLH HF | 
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NM nm mM mM Nn 
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(MSCS Continued) 

Self-Compassion and Purpose (6 items) 

I kindly acknowledged my own challenges and difficulties 

I engaged in supportive and comforting self-talk 

I reminded myself that failure and challenge are part of the human experience 
I gave myself permission to feel my feelings (e.g., allowed myself to cry) 

I experienced meaning and/or a larger purpose in my work life 

I experienced meaning and/or purpose in my private/personal life 


Total Average for Subscale = Total/# of items 


Supportive Relationships) (5 items) 

I spent time with people who are good to me (e.g., support, encourage me) 
I scheduled/planned time to be with people who are special to me 

I felt supported by people in my life 

I felt confident that people in my life would respect my choice if I said “no” 
I felt that I had someone who would listen to me if I became upset 


Total Average for Subscale = Total/# of items 


Supportive Structure) (4 items) 

I maintained a manageable schedule 

I kept my work/school area organized to support my work/school tasks 

I maintained balance between demands of others and what is important to me 
I maintained a comforting and pleasing living environment 


Total Average for Subscale = Total/# of items 


Mindful Awareness (4 items) 
I had a calm awareness of my thoughts 


I had a calm awareness of my feelings 


yu VY NY NY NY WY 
Ww Ww Ww WwW Ww WwW 
- Ff Ff HL HF | 
NM nN nm mM mn 


nyu NY NY NY WN 
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- Ff HF HLH | 
MN nM nm nm mN 
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KE FH HF F 
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(MSCS Continued) 
I had a calm awareness of my body 
I carefully selected which thoughts and feelings I used to guide my actions 


Total Average for Subscale = Total/# of items 


General (3 items — not to be averaged) 
I engaged in a variety of self-care activities 
I planned my self-care 


I explored new ways to bring self-care into my life 
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